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Gastric hyperacidity checkmated: 
Acute or chronic gastric hyperacidity 
can now be held in check both day and 
night, with Gelusil and the new for- 
mulation, Gelusil-Lac. 











Sustained daytime antacid protection: 
The sustained action of magnesium 
risilicate and specially prepared alu- 
um hydroxide gel restores and 
intains the gastric pH within the 
mal range, without overneutraliz- 
or alkalizing. Gelusil thus avoids 
the twin dangers of acid rebound and 
systemic alkalosis. 


Extended nighttime protection: Gelusil- 
Lac combines the proven antacid action 
of Gelusil plus the sustained buffering 
effect of specially prepared high pro- 
tein (low fat) milk solids. The formula 


to pass “the acid test” day and night 


is designed to prevent the onset of 
gastric pain at night, especially 
“middle-of-the-night” attacks. 


Nonconstipating: Gelusil’s aluminum 
hydroxide component is of a low order 
of chemical reactivity, hence the for- 
mation of astringent — and constipat- 
ing aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoon- 
fuls of Gelusil liquid two hours after 
eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful 
provides: 7/2 gr. magnesium trisilicate 
and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping 
tablespoonful stirred rapidly into one- 
half glass (4 fl. oz.) of cool water. ( Pro- 
vides equivalent of 4 Gelusil tablets.) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 








(trig 








of 
lly 


um 
der 
or- 
yat- 
val. 


on- 
[ter 
ro- 
ful 
sate 


gel. 
ing 
yne- 
ro- 
ts.) 








‘eal dithhead patients need a lift 


@ What with sneezing, wheezing and scratch- 
ing, being allergic is fatiguing business. As 
a result your hypersensitive patients suffer 
from emotional depression in addition to 
(tripelennamine hydrochloride and methyl- ° . 
phenidylacetate hydrochloride CIBA) their allergic symptoms. 


Now, with Plimasin, you can give these 
patients a lift — and obviate sedative side 
effects. Plimasin is a combination of a proved 
antihistamine and Ritalin—a new, mild psy- 
chomotor stimulant. Plimasin not only re- 
lieves the symptoms of allergy but counter- 
acts depression as well. 


DOSAGE: 1 or 2 tablets every 4 to 6 hours if 

necessary. 

TABLETS (light blue, coated), each containing 

25 mg. Pyribenzamine® hydrochloride (tripel- 

ennamine hydrochloride CIBA) and 5 mg. Rita- 
on 2 me 4 lin® hydrochloride (methyl-phenidylacetate 
SUMMIT, N.J. hydrochloride CIBA) 


2/2267™ 


August 1956, Vol. 2, No. 8 3 

















) 
6 
z 
N 
3 
S " ye wi x ‘ od Pry = . é 
LZ —— PO 2 ~ | 8 
~ 
Estrogen-androgen therapy effectively ; 
prevents postpartum breast engorgement ; 
Satisfactory results were obtained in over 96 per cent of cases in a 
series of 267 patients who received estrogen and androgen as com- The F 
bined in “Premarin” with Methyltestosterone. Therapy was started “ = 
as soon as possible after delivery. No untoward side effects were by Th 
noted. In addition, the absence of mental depression in the puer- sa F 
perium was considered of notable importance.* Street, 
*Fiskio, P. W.: GP 11:70 (May) 1955. — 
and ed 
1447 J 
“ ” Manhs 
PREMARIN: with METHYLTESTOSTERONE 7 
for combined estrogen-androgen therapy . on - 
form 3 
or Ayerst Laboratories « New York, N. Y. * Montreal, Canada 
5648 New 
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for the treatment of 

* AMENORRHEA 
FUNCTIONAL UTERINE BLEEDING 
HABITUAL ABORTION 
LOBULAR HYPERPLASIA 
PREMENSTRUAL TENSION 


‘colprosterone” 


aginal HrogeMione 





More acceptable 

Avoids pain and inconvenience of injection 
... insures better patient cooperation than 
any other dosage form. 


More dependable 
Response is more predictable than with oral, 
or buccal and sublingual therapy. 


More economical 
Cost islowin terms of greater patient benefits. 


“Colprosterone” Vaginal Tablets — Brand of 
progesterone U.S.P. presented in a specially 
formulated base to insure maximum absorption 
and utilization. 





Complete dosage regimens for above indications are outlined in descriptive 
literature. Write for your copy. 


Supplied: No. 793—25 mg. tablets (silver foil). 
No. 794—50 mg. tablets (gold foil). 
Boxes of 30 and Combination Package of 15 tablets with applicator 


Each tablet is individually and hermetically sealed. Presented 
in strips of 3 units, detachable as required. 
6614 AYERST LABORATORIES «+ New York, N. Y. « Montreal, Canada 
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Exercise in the reading of x-rays. 
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Medical crossword puzzle—for “experts” only. 


Letters to the Editor 
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Mediquiz 


Score 100% and we'll call you “Professor.” 


Leads and Needs 
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ORTROPHIN-ZINC 


HY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

*Patent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin- 
Zinc Hydroxide 


(a Organon dovelopnint 


ORGANON INC. + ORANGE, N. J. 
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Articles are accepted for 
publication with the under- 
standing that they are con- 
tributed solely to this pub- 
licaion, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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Lift the depressed patient up to normal 
without fear of overstimulation . . . 


| 
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A HAPPY MEDIUM 
IN PSYCHOMOTOR 
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STIMULATION 


© Boosts the spirits, relieves physical fatigue 
and mental depression ... yet has no appreciable 
effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 
which gently improves mood, relieves psychogenic fatigue 
“without let-down or jitters. . 
sedation caused by barbiturates, tranquilizing agents and 


-"! and counteracts over- 


antihistamines. 

Ritalin is not an amphetamine. Except in rare in- 
stances it does not produce jitteriness or depressive 
rebound, and has little or no effect on blood pressure, 


pulse rate or appetite. 


1. F k, D.G 
Average dosage: 10 mg. 
b.i.d. or t.i.d. Although 
individualization of 
(methyi-phenidylacetate dosage is always of para- 
hydrochloride CIBA) mount importance, the 
ai high relative safety of 
Ritalin permits larger 
doses for greater 
effect if necessary. 
Supplied: Tablets, 
5 mg. (yellow) and 
10 mg. (blue) ; bottles 
, of 100, 500 and 1000 
Tablets, 20 mg. 
(peach-colored ) ; 
bottles of 100 
and 1000. 


RITALIN® hydrochiorid 





2/2193m 


10 


Resident Physician 





Ane 
Nev 
May 
of / 


Der 
Mar 
and 
and 
Mec 


Wil 
Vex 
Cha 
sor 

Sch 


fess 
Gra 
Col 
Joh 
Stal 
Cha 
Gra 
Fou 
Bell 
Ala 
Der 


Sin; 


of | 
Me 


Aug 


(BA 


MIT, N.J 


hysician 








Advisory Board 


Resident 
Physician 


Anesthesiology 
J. Adriani, M.D., 
Anesthesiology, 
New Orleans. 
Max S. Sadove, M.D., 
of Anesthesiology, Univ. 


Dermatology 


Director, 


Dept. of 
Charity 


Hospital of 


Director, Dept. 
of Illinois. 


Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N.Y.U. Postgraduate 
Medical School. 

Medicine 

William B. Bean, M.D., Professor of 


Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 

C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 

John. C. Leonard, M.D., Director, House 


Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 


Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 
Obstetrics-Gynecology 

Alan F. Guttmache or, M.D.. Director. 


Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. C. 


Ophthalmology 
Derrick T. Vail, M.D., 
of Ophthalmology, 
Medical School. 


Chairman, Dept. 
Northwestern Univ. 


August 1956, Vol. 2, No. 8 


Pathology 

John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 
Pediatrics 


James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 
Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Radiology 
Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 
Salvatore R. Cutolo, M.D., Deputy Med- 


ical Superintendent, Bellevue Hospital 
Center. 

Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 


Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. M.D., Director of 


Surgery, Medical Center. 


Halligan, 
Jersey City 
Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 
Howard E. Snyder, M.D., The 
Clinic, Winfield, Kansas. 
Urology 

Herbert B. Wright, M.D., Chief of 


Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 


Snyder 


ll 








a “judicious combination..." § pro 


for antiarthritic therapy 


SA LCcorFx* 


That cortisone and the salicylates have a complementary 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.””! 


INDICATIONS 


Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis . . . Still's disease... Neuromuscular affections 


EACH TABLET CONTAINS 


Cortisone acetate ....... 2.5 mg. 
Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60mg. 
(equivalent to 50 mg. ascorbic acid) « 
Calcium carbonate ...... 60 mg. U.S. Pat. 2,601,982 
1. Busse, E.A.: Treatmeny of Rheumatoid 


. 


Arthritis by a Combination of Cortisone and 
Salicylates. Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE es 


Ros! J., VanCawenberge, H.: Abst. in 
ram, 151 :248 (1953) 


M.D.: Proc. Staff Meet., Mayo 
fume. "% 60 (1954) 


Holt, K.S., et al.: Lancet, 2:1144 (1954). 
—, T.D., et al.; J.A.MA., 159:645 (Oct. 
15, 1955). 


NEW YORK 
KANSAS CITY 
SAN FRANCISCO 


¢ EET ST 








The S. E. Massengill company 
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Viewbox Diagnosis \ DA 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


— a 


Which Is Your Diagnosis? 


l. Scurvy 3. Lues 


2. Rickets 


1, Vitamin A poisoning 


5. Lead poisoning 


(Answer on page 130) 
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FOR PAIN, the most prevalent symptom in medical practice, 
‘TABLOID’ 


‘“EMPIRIN’ COMPOUND’ 


with Codeine Phosphate 


... the most widely prescribed analgesic combination 


in medicine 


Pain is usually the first symptom the patient notices .. . Nature’s 
warning signal that something is not quite right. 


For almost all types of pain, whatever the source, there is no more 
acceptable analgesic than one of the ‘Empirin’ Compound series, 
chosen according to the degree of pain. 


For relieving mild pain and the discomfort of the common cold; 
‘TABLOID’ ‘EMPIRIN’ COMPOUND ® 


Each tablet contains: Acetophenetidin gr. 2'4, 
Acetylsalicylic Acid gr. 3%, 


Caffeine gr. ‘4. 


For varying degrees of pain up to that which requires morphine: 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 
with CODEINE PHOSPHATE \) se8 
3 3 


No. 1 No.2 No. No. 
For mild pain associated with tension: 


‘EMPIRAL’ ® 


Each tablet contains: Phenobarbital gr. %, 
Acetophenetidin gr. 2%, 
1 


Acetylsalicylic Acid gr. 3‘. 





For varying degrees of pain associated with anxiety: 
‘CODEMPIRAL’ ® () 


No. 2 Each yellow and orange capsule contains: 


Codeine Phosphate gr. % in addition to the ingredients of ‘Empiral’. 
No.3 Each yellow and white capsule contains: 
1 


Codeine Phosphate gr. 2 in addition to the ingredients of ‘Empiral’. 


(N) to Fed N tic Law 


BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 
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(Answer on page 130) 





ACROSS 


. Render active 


again 


. Poppy derivative 


. Argon 

. Having digits of 
the foot 

. Having much hair 
(Lat.) 

. Article 

. Feeble 

. Toxic albuminoid 
from castor oil 
bean 

. Musical composi- 
tion 
Masculine pro- 


noun 


. Easily convinced 
at 


. Star nearest the 


Earth 


. Spanish article 
. Fat from sheep 
. Fathers 

. Xenon (Symb.) 


Therapeutics 
Love (Fr.) 


. Sulfur 


Slits 

Flat-nosed (Lat.) 
lodine 

Contest for a 
prize (Gk.) 


- Medical corpsman 


(Collog.) 


49. 


5I. 
52. 


54. 


56. 
57. 


59. 





na, freedom 
from pain 
Teaspoon 

rot, Luzon 





native 

A cutting-off ob- 
liquely (of skin) 
Roentgen 
Woman's nick- 
name 

Science of serum 
diagnosis and 
treatment 


. Pertaining to 
. Scotch Anatomist 


(1851-1938) 

Toxic albuminoid 
from the bark of 
the locust tree 


. Europium (Symb.) 
. Linear (Abbr.) 
. Ear-dust 





icle, pinna 
Smell 


. Eaten away (Lat. 


nom.) 





al, auricular 


. Acceleration of 


gravity (Phys.) 


. Alarmed (Lat. 


nom. 


. Prefix meaning 


under 


. High mark 
. Fungus 
. Knives for cutting 


through costal 
cartilages. 


N<— = — 
nO Uaw 


yw WN 
a 


S83a5 


sk 


N—-OCON FUP WH 


DOWN 


. A seam 


250 (Rom. num.) 
Small unit of an 
element 

Heart 

Tellurium (Symb.) 
Pleasure and long- 
ing (Psych.) 

ive 


Sour 
. Childbirth 


Woman's name 
Mouth 

The fluid product 
of suppuration 


. Equal (Gk.) 

. Uranium (Symb.) 
. Containing MgO 
. A plant (Lat.) 

. Lubricating 

. Withdrawn from 


practice 
Vomica, 
strychnine 





. Hints 

. Of things (Lat.) 
. Germinal (Lat.) 
. Part of wasp that 


hurts 


. —e, Half-tone 
. A local anesthetic 
. Mosquito that 


carries the yellow 
fever virus 


40. 
42. 


43. 


70. 


71. 
73. 
75. 


78. 
. Holmium (Symb.) 
. Yttrium (Symb.) 

83. 
85. 
. Electromotive 


Arrange again 
The science of 
medicine 

Iron deposit in 
the tissues (Path.) 


. A crown, as of 


the head 


. Person who gets 


sexual gratifica- 
tion from being 
@ Peeping Tom 


. Oil (Comb. form) 





te, limited 
to a lobe 


- 1000 mis 
. Divided (Suffix) 
. Designating a 


Greek style of 
architecture 


. What the first 


initial ef ‘'N.B." 
stands for 

Kind of aromatic 
S.A. bark 

lota 

Thing (Lat.) 
Away from (Pre- 
fix 


Right (Abbr.) 


Erbium (Symb.) 
Temperature 


force 





NOW AVAILABLE.... 
to overcome specific 
infections that do 
mot respond to any 
other 


. « oo. i,2,3 
amtibioties..—. 
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MERCK SHARP & DOHME 
DIVISION OF MERCK & 
PHILADELPHIA 1. PA 











ODAY’s resistant pathogens are the tough survivors of 
‘Ts dozen widely used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris, produce infections which have been re- 
pee sistant to a// clinically useful antibiotics. 

To augment your armament irium aga uinst these resistant 
infections, ‘CarHomycin’ (Novobiocin, Merck), derived 


~. from an organism recently discovered and isolated in the 
S Merck Sharp & Dohme Research Laboratories,! is now 
available. 


SPECTRUM —‘Caruomycin’!-2.3.5.6 has also been shown 
to be active against other fy re including— D. pneu- 
moniae, N. intracellulari . pyogenes, S. viridans and H. 
pertussis, but clinical evidence must be further evaluated 
before ‘Carnomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CatuHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.? 

TOLERANCE—‘Carnomycin’ is generally well tolerated by 
most patients.5: 6.8.9, 10, 11 

ABSORPTION —‘Caruomycin’ is readily absorbed,>6 9 and 
oral dosage produces significant blood and tissue levels 
which persist for at least 12 *hours.? 


.(CATHOMYCIN 


(Crystalline Sodium Novobiocin, Merck) SODIUM 


INDICATIONS: Clinically ‘Carnomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Stap hy - 
lococcus and infections caused by susceptible strains of 
Proteus oulgaris. 6,7, 8,9,10, 11, 12, 13,14 Also, it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate postoperative courses. 


DOSAGE: Four capsules (one gram) initially and then two 
capsules (500 mg.) twice daily. 

SUPPLIED: ‘CarHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
‘CATHOMYCIN’ is a trademark of Merck © Co., Inc. 


REFERENCES: 1. Wallick, H., Harris, D.A., Reagan, M.A., Ruger, M., and Woodruff 
H.B., Antibiotics Annual, 1955 1956, New York, Medic Pel vedia 

Inc., 1956, px. 909 

Frost, B Tf Val ant, M.E., M« C ‘lelland, L., ee M., and 

Cuckler, {ntidiotics Annua >, l 

Verwey, w rs . Miller, A.K., vo West, M “* ~ hea iotics Annual, 

1955-1956, pe. 9 24 

Kempe, C.H., Calif. Med., 84:242, (April) 1956 

Simon, H.]., Mat une, R.M., Dineen, P.A.P., Rogers, D.E., Antid 

pee April) 1956 

. Van Der Meulen, |., Berntsen, C., Jr., Tompsett, R., 

Antil el, 2:233, (April) 1956 

Lin, F.-K., Coriell, L.L., Anti Ved., 2:268, (April) 1956 

Limson, B. M., Romansky, N.J., Antib. Med., 2:277, (April) 1956 

Morton, R F., Prigot, A., Maynard, A. de L., Antib. Med., 2:282, 
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10. Nichols, R.L., meg . M., Antib. Med., 2:241, (April) 1956 

11. Mullins, J.F., Wilson, C.J]., Antid. Med. 2 201, April) 1956 

12. David, N.A., Burgner, oR , Antib. Med., 2.219, (April) 1956. 

13. Martin, W.J., Heilman, F.R., Nichols, D R , Wellman, W.E., and 
Geraci, J.E., Antib. Med., 2-258, (April) 1956 

14. Milberg, M.B., Schwartz, R.D., Silverstein, J-N., Antib. Med., 


2:286, (Avril) 1956 











CLINISTIX 


specific enzyme test for urine glucose 


(s 


18 


just dip 


NEW CONCEPT IN URINE-SUGAR TESTING 


TRADEMARK 


REAGENT STRIPS 


and read 





complete specificity . .. unaffected by non- 
glucose reducing substances... differenti- 
ates glucose from other urine-sugars... 
thousands of tests reveal no substance 
causing a false positive. 


extreme sensitivity ...detects glucose con- 
centrations of 0.1% or less. 

utmost simplicity and convenience...a 
Cuinistix Reagent Strip moistened with 
urine turns blue when glucose is present. 


qualitative accuracy...used whenever 


AMES COMPANY, INC 


Ames Company of Canada, Ltd., Toronto 





POSITIVE NEGATIVE 
# 


i 


Strip No Ff 
turns blve § 
blue color 
| i 


4 


presence or absence of glucose must be 
determined rapidly and frequently. 
CLINISTIX does not attempt to give quan- 
titative results because so many factors in 
urine influence enzyme reactions. 


economy...CLINisTix saves time and 
cuts costs...each strip is a complete test 
rapidly performed without reagents and 
equipment. 


available: Packets of 30 CLinistix Re- 
agent Strips in cartons of 12—No. 2830. 


* ELKHART, INDIANA 
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office... 


whenever an enema is indicated 


FLEET’ ENEMA y 





Disposable Unit 


Anatomically correct rectal tube minimizes injury 
hazard . .. plastic squeeze bottle fits the hand, 
simplifies instillation ...effective as soap suds, or 
more so,"') FLEET ENEMA induces prompt, 
spasm-free evacuation. ‘?) 

For home administration and for hospitalized 
patients prescribe or reeommend FLEET ENEMA 
Disposable Unit... extremely effective, too, for . 
pre-examination cleansing in your office . . . available 
at all pharmacies... in use by leading hospitals. 
Each 4', fl. oz. unit contains, per 100 cc., 16 mg. sodium biphosphate 

and 6 gm. sodium phosphate. 


(1) Swinton, N. W., Surg. Clin. of No. Am. 35:833, 1955 
(2) Gross, J. M., J}. Int. Coll. Surg. 23:24, 1955 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
Makers of Phospho-Soda (Fleet) * Gentle... Prompt... Thorough 




















Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 





Correction 
I am certain you made a mistake 
through transposition of the column 
headings in the investing article in 
your July issue. I would hate to feel 
that anyone would believe common 
stocks had more “safety” than bonds. 
Wm. S. Wilbur, M.D. 
Buffalo, New York 


investments — but not THAT rela- 
ae 

Homi T. Irani, M.D. 
Indianapolis, Ind. 


.... 1 read it over three times and 
Could 
it be that the headings: Growth, 
Income and Safety were switched 


it still fails to convince me. 


by the typographers? 
James Mahoney. M.D. 
Baton Rouge, La. 


@ Not enly switched by the typog- 
raphers but missed by the editors. 
Readers will please help us get back 
on the track by reading the column 


20 






headings (RESIDENT PHysICIAN, 
July, 1956, page 37) from left to 
right as follows: GrowTH, INCOME, 
SaFETy—in that order. Our thanks 
to those sharp-eyed residents who 
wrote us about this boo-boo. 


Home Address 
I have changed my residency hos- 
pital recently and am now getting 
your journal at the new hospital. I 
wonder if you could mail each issue 
to my home address instead of this 
new hospital? There is a consider- 
able problem in keeping my own 
copy from being borrowed without 
my knowing about it. Incidentally, 
are subscriptions available to non- 
resident physicians? 

R. M. Vicciaro, MLD. 
Dallas, Texas 
@ /t is our policy to send copies free 
of charge to all residents in hos- 
pitals approved for residency train- 
ing by the AMA Council on Medical 
Education and Hospitals. However, 


—Continued on page 24 
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DILANTIN SODIUM 


(diphenylhydantoin sodium, Parke-Davis) 











For patients with grand mal and psychomotor seizures, 
DILANTIN — alone or in combination — continues as an 
anticonvulsant of choice. Effective control of seizures, 
with resulting greater social acceptance and increased 
vocational opportunities, forecasts a fuller life for such 
patients. DILANTIN has little or no hypnotic effect. 





DILANTIN Sodium is supplied in a variety of forms 
— including Kapseals® of 0.035 Gm. (% gr.) and 0.1 Gm. (1% gr.) 
in bottles of 100 and 1,000. 


eA ee See 


(phensuximide, Parke-Davis) 


For patients with petit mal epilepsy, a drug of choice in 
initiating treatment — with very few and mild side effects. 





MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000: also available 
as MILONTIN Suspension (250 mg. per 4 cc.) in 16-ounce bottles. 


For patients with mixed grand mal—petit mal epilepsy, 
compatibility permits use of DILANTIN with MILONTIN. 


PARKE, DAVIS & COMPANY DETROIT, MICHIGAN 























TO COUNTERACT 
corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support 


Tata of the adrenals with ACTH 


is recommended, 








THIS IS THE PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


¢ When using prednisone or prednisolone: 
forevery 100 mg. given, inject approximately 100 to 120 units 
of HP*ACTHAR Gel. 

¢ When using Aydrocortisone: 

for every 200 to 300 mg. given, inject approximately 100 units 
of HP*ACTHAR Gel. 

¢ When using cortisone: 

for every 400 mg. given, inject approximately 100 units of 
HP*ACTHAR Gel. 


Discontinue administration of corticoids on the day of the 
HP*ACTHAR Gel injection. 


HP ACTHARG2Z 


*Highly Purified (l 


The Armour Laboratories brand of purified adrenocorticotropic | 
hormone—corticotropin (ACTH) 





i IN SAFETY AND EFFICACY 


More than 42,000,000 doses of ACTH have been given The 


wel 
iN THE ARMOUR LABORATORIES ty 
A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS fen: 
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. Takes the 
| “spikes” 


out of 
blood 


pressure... 
calms 
anxiety 
states... 


Quiescence is 


* * . 
But iserpl 12e prescribed when you 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 


side reactions of larger dosage. 


use Butiserpine. 


Butiserpine. ..Toblets, 100s...Elixir, 12 Al. oz. 
Each tablet or teaspoonful of elixir contains: 
Butisol” Sodium 15 mg. (1/4 gr.) 

Reserpine 0.1 mg. 


McNEIL) “12:02"."< 











Continued from page 20 

all complimentary copies thus 
mailed must be addressed to the 
resident in care of his hospital ad- 
dress. Non-resident physicians may 
subscribe on a paid basis at $5 per 
year. 


Resident Articles 


What are your restrictions for the 


acceptance of articles from resi- 
dents? I think your journal is ex- 
cellent and would like to contribute 
an article if possible. 


Bruce P. Mulhausen, M.D. 
Chicago, II]. 


@ We welcome all resident contri- 
without any restrictions. 
Simply send us your proposed topic 
and we'll be in touch with you. Or 
send in your manuscript (two copies, 
typewritten and triple-spaced) of 
3,000 words to 10,000 words. Upon 
acceptance of your article for publi- 
cation we will send you a check in 
payment — the amount depending 
upon the quality and length of your 
material. 


butions 


This is your journal and 
we earnestly invite your participa- 
tion in its editorial pages. Address 
your articles, inquiries and article 
ideas to: Editor, Resiwent Puyst- 
cIAN, 1447 Northern Blvd., Man- 
hasset, L.I., N.Y. 


Subscriber 


I read your journal, RESIDENT 
Puysician, and I think it contains 
very 


valuable information for the 


resident physician. Today I am 
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writing all the medical directors of 
our district hospitals with resident 
programs recommending them to get 
at least a subscription of your jour- 
nal for the hospital library. 

For my own own personal use in 
my office, which has to deal with in- 
tern and resident programs in state 
government hospitals, please include 
Enclosed 


please find money order for five dol- 


me in your mailing list. 


lars. 

Thanking you again for your kind 
attention to my request and hoping 
you will get some subscriptions from 
our hospitals, I remain, 

José E. Rechany, M.D. 
Assistant Director 
Division of Hospitals 
Department of Health 
San Juan, Puerto Rico 


Group Practice 


Occasionally you ask your readers, 
and I am one of the regular variety, 
for suggestions concerning articles. 
I wonder if you could present a dis- 
cussion of the pro and con of group 
practice for the specialist. It seems 
to be a growing thing and I am won- 
dering how it works out in practice. 
The theory appears to be good. Your 
journal is very fine and I liked your 
investment article. 

Morris Diebold, M.D. 
New York, New York 
@ An early issue will carry a dis- 


cussion of group practice. For more 
investing, see this issue. 
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greater 


assurance 


of hospital 


Safety 


CONDUCTIVE 
RUBBER ACCESSORIES 


with all these advantages: 


e New Davol formula vastly improves con- 
ductivity and durability of operating room 
items 


eGreater tensile strength plus increased 
flexibility 

e Longer life. Can be sterilized repeatedly 
without loss of improved properties. 

e Colorfast — non-bleeding — will not stain. 
Glass-smooth surface. 

e Improved designs are anatomically correct, 
more comfortable. (1) Improved contour 
face masks fit face firmly. (2) Exclusive 
non-kinking tube reduces turbulence 

e All items meet the recommendations of 


the National Board of Fire Underwriters. 
(N. F. P. A. Standard No. 56) 


Available at your hospital supply dealer 
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DAVOL C PRODUCTS 


1. Contour Face Inhalers — Child's size 
Medium and large adult sizes 


2. Head Straps — Child and adulr sizes 

3. Rebreathing Bags — 3 capacities. With in 
sert— McKesson and most Heidbrink. With 
out insert — Foregger and most Heidbrink 
4. Corrugated Inhaler Tube — 7 
Foregger-Heidbrink. 

1” opening for McKesson 


” opening for 


> 


5. Restraint Strap* — 67” 
Practically indestructible 


6. Safety Snap-On Heels* — Available for both 
men’s and women’s shoes 


long * wide 


For detailed descriptions of items listed above 
write: Davol Rubber Cc Dept. RP-6-8, 
Providence 2, R.1 * Patent pending 


RUBBER COMPANY 


PROVIDENCE 2.R.! 
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ACOUN'?? 


Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 





Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, wwe. 
NEW HYDE PARK, NEW. YORK 


aed fh ~ 
~ < =<. 


! 
AMERICA'S LARGEST PRINTERS TO THE PROFESSIONS 
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OPENING AN OFFICE 
A. S. Aloe Company has a plan to help you 


Since 1860 A. S. Aloe Company has helped three generations 
of physicians open their offices. Whether you plan to begin 
practice or re-equip an office, we can serve you. 

A National Institution: We have 13 shipping points; more 
than 200 representatives with residences near you. 
Equipment Check Lists. Cover everything required to outfit 
your office, from hypodermic needles to X-ray machines, 
with both itemized and total cost. 

Planning Service. Suggested room layouts scaled to size 
to help you evaluate your needs. 

Tailored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 
Location Service. Aloe representatives know of many attrac- 
tive locations for beginning practice. A statement of your 
preferences will be published to our field force. Write or 
see your local representative for details. 


i A. S. ALOE COMPANY 


1831 OLIVE ST., ST. LOUIS 3, MO. 


LOS ANGELES PHOENIX SAN FRANCISCO SEATTLE DENVER MINNEAPOLIS 


KANSAS CITY DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON, D. GC. 
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AGHROMYCIN 


Tetracycline Lederle 


ACHROMYCIN is unsurpassed in its range 
of effectiveness. Each successive month 
more physicians are confirming this 
fact for themselves in their own daily 
practice in the therapy of respiratory, 
genitourinary, dermatologic and other 
infections. 


ACHROMYCIN can be of service to you 

because of these important advantages: 

@ true broad-spectrum action 

e@ rapid diffusion and penetration 

@ prompt control of infection 

@ proved effective against a wide vari- 
ety of infections caused by Gram- 
positive and Gram-negative bacteria, 
rickettsiae, and certain viruses and 
protozoa 

@ side effects, if any, usually minimal 

@ produced under exacting quality con- 
trol in Lederle’s own laboratories 


and offered only under the Lederle 
label 


@ a complete line of dosage forms 


ACHROMYCIN SF 


ACHROMYCIN Tetracycline with STRESS 
FORMULA VITAMINS for severe or pro- 
longed illness. Attacks the infection — 
defends the patient—hastens normal re- 
covery. Offered in Capsules of 250 mg. 
and in an Oral Suspension, 125 mg. per 
5 cc. teaspoonful. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY => 
PEARL RIVER, NEW YORK , 
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DRY, SCALY SKIN 

DETERGENT RASH \ 
SUNBURN 

SIMPLE ECZEMA 

DIAPER RASH 

‘DISHPAN’ HANDS 3 


PRICKLY HEAT a 
Superficial skin com- 





CHAFING 
plaints usually respond 
dramatically to 
“oor TASHAN CREAM ‘Roche 


Antiprurient, soothing, and healing— 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 
base which fastidious patients will enjoy 
using. Hoffmann-La Roche Inc., Nutley, N.|. 


TASHAN"" 
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Page 


The Resident and His Attending Physicians 


A LITTLE over thirty years ago, when I left the University of 
Michigan to assume my duties in the Thorndike Memorial 
Laboratory at the Boston City Hospital, I was told by some 
of my friends at Michigan to watch my P’s and Q’s in Boston 
when I was in the company of the attending staff. Among 
\- the instructions I got were not to speak unless spoken to. 
ond to stand until asked to be seated, to meet the attending 
physicians at the gate of the hospital, to help them on and 
off with their coats, etc. When I got to Boston, I found that 


Roche things were not quite so formal as I had been led to believe, 
but I did learn that certain well known rules of conduct 
held in medicine as well as in normal social life. 

The visiting staff member, if he is a capable, intelligent 
and competent physician, is a busy doctor, and when’ he 
thenol, comes to the ward, he expects to have the interns and resident 
ble ready to start rounds and to have the ward and patients 
organized for such rounds. Now, in addition to having all 
njoy professional material ready and quickly available, this means 
oy, Nib that the nursing, dietary and housekeeping services must 
have done their jobs efficiently. It is disturbing or even im- 

ssician 
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possible to try to make rounds in a noisy, disorganized ward 
which is in the process of the morning clean-up. 

The resident should confer with his interns in advance to 
determine which patients are to be presented in detail and 
which are to be seen in passing. In presenting new patients 
to the attending physician the house-staff member should be 
succinct, giving pertinent data and not wasting time talking 
about “negative findings.” Laboratory data should be com- 
plete and on the tip of the intern’s tongue, and any summary 
of the patient’s condition, brief and to the point. The resident 
should comment, and then the attending physician should 
be given a free rein for his discussion. His recommendations 
should be written down by the member of the house staff in 
direct charge of the patient, and these recommendations 
should be carried out as promptly as possible. Sometimes, 
members of the house staff may not agree with the opinion 
or recommendations of the attending physician, but never- 
theless his instructions must be carried out, or the matter of 
disagreement be taken immediately to the Chief, or Director 
of the Service. Interns and residents must not “shop” for a 
further opinion from another member of the attending staff. 
When this is done, in the long run it is only the patient who 
suffers. And since the Director of the Service has the ultimate 
responsibility for patient care, he has the final say when 
there is disagreement relative to the treatment of a patient. 

When the attending physician is on the ward, the house 
staff should remain standing and not sit or lounge on ward 
beds. In the ward office, they should remain standing until 
the attending physician sits down. None should smoke unless 
he smokes, and when he leaves the ward the resident should 
accompany him to the ward exit. Observation of these seem- 
ingly minor formalities usually result in good relations being 
permanently cemented between the resident and the attend- 
ing physician. Even more important, these simple rules of 
conduct and courtesy contribute directly to the maintenance 
of high standards of patient care. 


“on H. Jong, 


Resident Physician 
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The Question of Fees 


In the Beginning Practice 


What determines your fee schedule when you 
enter private practice? Should it be fixed or 
flexible? A pediatrician completing his second 
year of solo practice gives you his views and 
experiences. 


c. P. Gurney, M.D. 


A. a resident, I never considered the fee question of too 
much importance. I was aware, of course, that getting pa- 
tients was the big worry for the beginning practitioner. 
But as for what I would charge the patient, I assumed this 
would take care of itself. 

I was wrong. I didn’t realize that many things would 
influence me when I attempted to set up some sort of basic 
fee schedule. 

Like most residents who enter private practice nowadays, 
I was in debt up to my ears. I owed $3,400 before I saw 
my first private patient. This frantic state of economic im- 
prisonment isn’t exactly conducive to calm, dispassionate 
thinking. A dollar seems terribly important. Not seems. Is. 
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Put service first 
And this need for money, if you let 
it push you hard enough, will warp 
your common sense; and_ you'll 
spend a lot of time regretting your 
stupidity. Despite 


need for income, if you don’t put 


your pressing 
service to your patient uppermost, 
and money a poor second, you will 
kill your practice before you even 
get started. 

[ married while in residency. I 
have two children. This kind of in- 
fluence you can’t ignore. I remem- 
ber many evening meals in our bare 
apartment last year, which consisted 
of warmed over spaghetti. I had no 
way of knowing that this diet was 
about par for the course in a begin- 
ning practice. I didn’t know it would 
last less than six months—in my 
case anyway. So naturally I was de- 
pressed, lost a lot of sleep worry- 
ing. Were my fees too low? Too 
high? 


Beginner’s weakness 

Before you start choking up, hear 
this: IT know now that my fees were 
proper. consistent with a new prac- 
tice and right for the area in which 
I practice. 

But a takes time to 
build. Time and patience. 

Oh. I’m not out of the woods com- 
pletely. My office rent still cuts my 
pocketbook to the bare leather. And 
I still scrape to get up the car pay- 
ment each month. But now I’m con- 
vinced I'll make it, God willing. 

The point is this: When I doubted 


practice 
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whether I’d ever pull out of my pov- 
erty, the very first thing I thought 
about was my fee schedule. This is 
the weakness of the beginner, blam- 
ing the fee. This makes your fee 
schedule the most vulnerable part 


of your practice. 


Problem 
Like you, I was given no instrue- 
tion in school, internship or resi- 
dency concerning fees—a most nec- 
essary and highly practical aspect 
of private practice. | had, of course, 
accumulated many small bits of in- 
formation relative to what the pri- 
vate physician charges. 

But I had no real yardstick. So 
when the time came for me to open 
the door to my own office, I sat 
alone with a problem which gradu- 
ally assumed rather large propor- 
tions. 

When my first patient, a man and 
his little boy, finally wandered into 
my office, I knocked myself out try- 
ing to act confident and professional. 
One thought which kept running 
through my mind was, “what will I 
charge?” 

Rather than antagonize and (per- 
ish the thought) possibly lose this 
precious patient, my mind _ swiftly 
reduced my fee from $10 to $6, in 
one dollar steps. At the same time | 
determined that the man’s little boy 
had measles. 

“What’s your fee, doctor?” the 
man asked. 

“Four dollars.” I 


throat dry and tight. 


replied, my 
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The fact that he offered me a ten 
and for which I had no change only 
compounds the agony of that mem- 
ory. 

Was my fee schedule that vul- 
nerable? I wondered. 

My next visitor shuffled in dressed 
in dirty slacks with grass clippings 
all over him. His face was streaked 
with dirt. He was clutching the hand 
of a five-year-old girl; his daughter, 
my patient. I charged him four dol- 
lars too, because I figured he must 
be rather poor. Later I found out he 
had just come from his country club 
golf course. He is president of a 
iarge company, lives in a $70,000 
home. Vulnerable? I acted like I 
was apologizing for being in prac- 
tice. 

Looking for excuses to lower your 
fee is not necessary, unless your 
standard fee is considerably in ex- 


cess of the “going rate.” 


Wages and hours 

How do you set a fair fee schedule? 
Let’s examine some of the current 
theories. A management consultant 
recently gave this advice. Figure 
out how many hours a year you ex- 
pect to have available for your pay- 
ing patient Divide this 
total into a figure which you feel 


practice. 


would be adequate as your gross 
income (easy now, don’t get carried 
away). This brings you to a dollars 
per hour rate. Now, knowing about 
how much time is required for the 
average patient you can estimate 


your fees. This will insure your at- 
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taining your predetermined gross. 

One small difficulty. You have no 
idea of how many patients you will 
have for the first year. And this is 
a rather important variable to leave 
lying around. Also, I have found 
that the 10-minute patient who is 
billed $6 does not complain. But 
you'll sure hear a lot of noise from 
the parents of a 50-minute patient 
when they get a peek at your bill 
of $30. 


Professional worth 

If you reject this theory, how about 
the “how much am I worth” idea? 
Charge each patient what you feel 
you've been worth in his case? 
That’s not easy. For one thing, most 
of the patients you’ve been dealing 
with for all your residency years 
have been sick, needing hospitaliza- 
tion. 

As a resident you've saved lives, 
arrested the disease process in pa- 
tients who were critically ill. With 
your skill you have been able to pre- 
vent complications from causing 
further, perhaps permanent damage 
to the patient. whether a resident 
surgeon, internist, psychiatrist, ob- 
gyn or general practitioner, you 
have dealt with many situations in 
the emergency category: all at no 
fee. 

But private practice is not like 
this. 


Nondramatic 


By far the largest part of your time 
spent in private practice will in- 








volve treatment without hospitaliza- 
tion. Much is preventive medicine, 
vaccinations, inoculations, dietary 


supplements, diagnosis, prescrip- 
tions, dressings, courses of antibi- 
otic therapy, advice, etc. 

Thus. in private practice when 
you try to evaluate your worth, 
you'll find your patient volume is 
composed of the nondramatic, quick 
response to treatment and such 
things as assuring the mother of a 
child that “there are rarely any 
complications. Mumps is self-limit- 


ing 
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Dollars and cents 


How much are these things worth? 
One dollar? Two? Not $10 or $20, 
surely. That’s the point. Is your 
worth to be based solely upon what 
you are able to accomplish? Has 
availability of your services any 
value? Remember, the fact that you 
are the family pediatrician or in- 
ternist or other specialist, allows 
your patients to contact you by tele- 
phone at any hour, often for tele- 
phone advice and always gratis. 
Isn’t this telephone service worth 
something? Yes, of course. But can 
you establish a dollar and cents fig- 
ure for each patient? I doubt it. If 
you try, you'll quickly come to the 
conclusion that your own person- 
ality determines how fast you work 
with each patient (or more to the 
point, how slow), how much time 
you spend chatting (you can call 
this psychotherapy if you wish, but 
you can’t charge an hourly rate for 
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it as the psychiatrist does). 

Your inexperience will certainly 
cause you to lose time. The mere 
fact that I didn’t know when to 
stand up and gently start a voluble 
patient toward the door stretched 
many of my 20-minute office ap- 
pointments to double that time. 


Fixed fee 
In order to eliminate most of these 
variables, or if you prefer, set an 
average for all patient visits regard- 
less of length of time, most physi- 
cians prefer a fixed fee schedule. 
Although fixed in name, actually it 
permits certain flexibilities. 

The fixed or standard rate was 
the method I chose 
inexperience on my part caused me 


although again, 





to extend the flexibilities all out of 
proportion—and for the slightest 
excuse. You see, after doing in- 
volved procedures as a resident for 
nothing, it takes only the patient’s 
raised eyebrow to get you to lower 
your fee. Later you learn that eye- 
brow raising is a reflex action, not 
to be confused with an opinion. At 
first, | would invite patients to dis- 
cuss my fee. Inevitably, the result 
would be for me to make a con- 
cession. I don’t do this any more. 
Instead I am content with the little 
placard in my waiting room which 
invites a discussion of fees by the 
patient. But it doesn’t come right 
out and ask them to negotiate with 
me concerning such standard items 
as the house call, office visit or other 
routine patterns of my practice. 
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As one physician told me: “Your 
patients don’t need to ask you about 
your standard fees. Nine out of ten 
patients you will get are referred 
by other patients. And the first thing 
discussed between the patient and 
would-be patient is seldom your 
competence, but your fee.” 

With the advent of the little pla- 
card in doctor’s waiting rooms rela- 
tive to fees, the patient has been 
made aware that doctor’s won't 
blush at the sight of money. Because 
of a firmly entrenched lay attitude 
which had the physician beyond or 
above the talk of the dollar bill, it 
has required quite a switch in the 
thinking of the patient today for 
him to shove aside his reticence 
and matter-of-factly inquire as to 
what this or that procedure will cost 
him. But, if it is important, he will 
mention it. 

So only in those cases which are 
not “standard” do I open the sub- 
ject of fees. In these cases, the pa- 
tient’s anxiety could be considerable 
—so I see no point in any misun- 
derstanding. I sketch the entire 
course and cost of long treatments. 

When you’re ready to set up a 
schedule of fees, where can you go 
for information so that your fees are 
in line with your experience and 
comparable to the fees of other spe- 
cialists in your area? 


Other practitioners 

The first thing I would suggest 
would be to introduce yourself to 
another physician in your area who 
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has been established for a time in 
practice in your specialty. You 
could inquire about night calls, hos- 
pital affiliation and other matters. 
During your talk, ask him about his 
standard fees. 

Physicians seldom consider their 
fees a deep dark secret. Usually 
they are glad to discuss the subject 
with you—even offer you advice. 
But take any answers you get with 
a grain of salt. Physicians often 
quote higher fees than they usually 
get. They aren’t trying to impress 
you—but in some manner they are 
able to rationalize their answer as 
being the accurate picture. 


County society 

Often the county in which you prac- 
tice will have a recommended sched- 
ule of fees. This may not fit your 
particular area of practice within 
the county, since there are usually 
differences in income areas within 
each county. Any figures you get as 
“recommended” must be compared 
with your own locality. Check with 
your county medical society, too. 
Generally they will be able to give 
you specific instances of fees being 
charged by practitioners in your 
locale. 

Layman 


Occasionally you may get a picture 
of what your colleagues charge their 
patients through your friends in 
the community. I don’t mean you 
will solicit this information, but fre- 
quently it comes into the conversa- 
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tion without any effort on your part 
to promote it. 

After getting a good idea of fees 
charged, where do you fit yourself 
into the picture? Well first, as the 
new man in town, you are also low 
man on the totem pole. You will 
have to crawl before you walk—re- 
gardless of how impatient you are 
with your own poverty. 


Middle road 


I took the middle road. I certainly 
did not set my fee above that of the 
older physicians. But I did not join 
the ranks of those who charged the 
least, either. Once a fee is set, it is 
extremely difficult to raise. (This 
applies to many specialties, but not 
all.) The idea that when you first 
begin practice you should set a low 
fee as an inducement to your pa- 
tients generally leads to difficulties 
later on when you decide to raise 
your fee. 


Fee cutting 

Will your fee vary? I have already 
given examples of how vulnerable 
your fixed fee schedule can be. 
Here’s another one. Assume you 
have set your fee for an office visit 
at $5. If a personal friend comes in, 
the tendency is to cut your fee a bit 
out of friendship. The trouble is, 
most of the patients you see at the 
beginning are either friends or re- 
ferred by friends. The result of fee 
cutting out of friendship is that it 
becomes all-inclusive and expands 
into degrees of friendship. You'll 
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begin evaluating how close a friend 
this one or that one is. And instead 
of $5 and an occasional $4, you'll 
have patients being charged $3, $2, 


or nothing at all. 


Extra charges 

My patients resent any attempt on 
my part to charge an additional fee 
for such things as penicillin injec- 
tions. Why? Well, believe it or not, 
most of your patients know the 
manufacturing cost of penicillin. 
Not to the penny, mind you. But 
they have been told the dramatic 
story of how the price came down 
from dollars to a few cents. And 
they strongly resent an extra dollar 
on your bill for one shot of peni- 
cillin. They feel you should absorb 
this cost. 

On the surface this attitude is 
unreasonable. Why should you be 
put in the position of paying for 
these injections out of your own 
pocket? Yet the patient may well 
wonder why you insist on rounding 
off a 15-cent cost item to yourself 
and marking it down as a dollar on 
your bill to the patient—in addition 
to your standard fee. 

This is a rather trivial thing you 
may say. Especially when you con- 
sider a surgeon’s bill may move up 
and down in $25 steps. Yet, always 
remember that major surgery and 
illness of “catastrophic” dimensions 
(polio, cerebral palsy etc.) cannot 
be compared to a sore throat or a 
cut finger. The one is emergency, 
life and death. The other, a nui- 
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sance. Thats the way your patients 
see it. 

Nobody wants to buy your serv- 
ices. They are forced into it by cir- 
cumstances. In the emergency they 
show gratitude. In the “nuisance” 
or routine examination they are in- 
clined to wonder what all the money 
is for. Thus, they tend to pounce on 
any indication of niggardliness on 
the part of the doctor. So, as a mat- 
ter of policy, I make no charges for 
items which cost me under one 
dollar. 


A philosophy 

A close friend of mine, an elderly 
lady, gave me the key to my own fee 
philosophy. Here is what she told 
me, shyly but with obvious sin- 
cerity: “Many persons think every- 
thing is expensive. Every purchase 
they make, they feel, is too dear. 
Yet, if you tried to please them by 
cutting your charges below cost, 
they would suspect they were getting 
an inferior product or service—and 
they probably would find some ex- 
cuse to go somewhere else. If you 
were to use these people as your cri- 
teria for establishing a price, you 
would be doing yourself, your 
family and your profession, a great 
injustice.” 

“As you know, I have very little 
money and my sister needs a physi- 
cian’s services weekly. He charged 
me his standard fee for a house 
visit. I don’t expect him to lower the 
fee for me because I have little in- 
come. I could go to a clinic. I am 
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eligible for that. But I prefer not 
to take my sister miles to a clinic 
and wait in line for hours.” 
“Obviously, I must pay more for 
the personal service of a home visit. 
I don’t resent it at all. I think his 
fee is probably fair for the time 
and travel involved in his visits to 
my sister. He may be a doctor, but 
that doesn’t mean he doesn’t have 
expenses similar to a businessman 
or merchant. He is certainly entitled 
to earn a good living. After all, he 
handles his charity work at the hos- 
pital clinic 





not in his private prac- 
tice. No doctor needs to sell himself 
short. If his fee were a great deal 
more than other doctor’s, I could 
always go to another physician, 
couldn’t 1?” 

Would that this enlightened lady 
expressed the feeling of all your 
patients. 

As a final note about fees I would 
suggest: 

1. Set your fee and stick to it. 

2. Discuss your fees frankly with 
anyone who asks. 

3. Lower your fee only if the situ- 
ation really merits it. Don’t sell 
yourself short without being asked. 

4. Keep a detailed list of your 
fees in your desk drawer, on top of 
the pile. Refer to it until you know 
it by heart. 

Remember, no matter how care- 
fully worked out your fee schedule 
may be, it won’t work unless you 
realize it is your attitude, not the 
patient’s, which will make it or 
break it. 











ditorial 


CAP’N NAY 
IT WAS CAP'N NA 
medical school wh 


for him and Mister Billy for me until I began 
became Doctor Billy, and I really didn’t know 
whether I was going forward or backward. 

Nay was impressive. He stood six and two, and his hundred and 
eighty pounds were all muscle and bone. But his bearing spoke even 
more eloquently of physical power. And by his features you could 
tell that Nay had lived — at first like a great fish, hooked and fighting 
until, in time, there came understanding. Wisdom and mirth lurked 
with sorrow in his dark eyes. 

Nay was grey along the temples and bald on the top of his head 
when we first met. Still, he could beat me in a foot race and knife 
throwing and card playing and certainly at baseball and hunting. 

Nay had played on a pick-up country ball team for years, and 
he and it took delicious joy in travel about the South and beating 
the city boys. Nay batted cross-handed and played center field. 
I’m certain he could have placed hits with any of the greats like 
Cobb, Wagner or Hornsby. 

Cap’n Nay had an old Joosely-jointed, single-barrel Iver Johnson. 
Shells were five cents apiece during the early thirties, and he could 
afford only two or three at a time. When we went hunting two shells 
were the equivalent of two rabbits or two squirrels, and once, to 
my knowledge, three partridges. Nay always said he couldn’t afford 
to miss. And he couldn’t. 


I’ve marvelled that he could bring up eight children during the 
depression on nine dollars a week. 





William P. J. Peete, M.D. 
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D. It was really through some of his boys 
that I got to know Cap’n Nay, and probably 
because of them I developed a proficiency 
at golf. Nay was caretaker for a small golf 
course in Warrenton, a North Carolina town 
of a few more than a thousand people. The 
course had been built during the flush of 
the twenties. During the middle thirties only 
a few people were playing, and I was about 
the only teen-ager who made use of the 
course. Certainly in the mornings Nay’s 
William P. J. Peete boys and I had the course to ourselves. 
Assistant Professor of Sur- Nay never played, but he did putt. He 
gery, Assistant to the Dean, . 
Duke Medical School putted cross-handed. He seldom missed, 

and he never missed if there was a penny 
or a nickel to win or lose. 

1 Some people have that championship capacity—to win best when 

v the chips are down. 

In his own way Cap’n Nay was a graceful champion; and I used 

1 to think that quality was entirely inborn. Skill in shots was rela- 

n tively easy to come by, but it was three years before I could beat 

d in match some people whom I outshot. That summer when I won 

the annual home town golf tournament it seemed this capacity might 

d be acquired. 

That was my last summer at home until I took a rather long vaca- 

d tion fifteen years later. The golf course had grown and become a 

e club. Nay’s fairways ranked with the best in the state. Nay’s boys 

were grown and scattered over the country and apparently prosperous. 

d Nay was jaundiced and emaciated. He had not wanted to go to “Mr. 

g Dukes Hospital.” He was more frightened of an operation than 

1. death. Yet upon the advice of friends he went through surgery. I 

e often wished I might have been there, that it might have been a 

common duct stone instead of cancer, and even that he might have 

n. slipped away under anesthesia. Instead, he languished in Warrenton’s 

d new Hill-Burton hospital. 

Is The power of his body was gone, but the strength was still* clear 

LO in his face. 

‘d “It’s good to see you, Mister Billy,” he said. And since that night 

he has been sleeping peacefully. 

1€ Thus one’s youth becomes memory, and people like Cap’n Nay go 

on living. I often wonder what the moral is. 
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Duke University 
Medical Center 


Tenth of a series on resident centers 


Dare Hospital is a privately en- 
dowed teaching hospital of the Duke 
University School of Medicine and 
is located on the campus of the Uni- 
versity in Durham, North Carolina. 
There are 562 beds, of which 148 
ward and 80 private beds are de- 
voted to general 
surgical 
obstetrics and gynecology, and 80 


surgery and the 


specialties, exclusive of 
ward and 70 private medical beds. 

In addition, there is an active out- 
patient service at Duke, comprising 
a general medical clinic and a num- 
ber of clinics devoted to the medi- 
cal specialties. 

Adjacent to the hospital is the 
Durham Veterans Hospital, super- 
vised by a Dean’s Committee of the 
School of Medicine. Its medical and 
surgical residency programs are in- 
tegrated with the Duke program. 
There are 200 V.A. beds devoted to 
general surgery and the specialties. 

Junior assistant 


residents rotate 


through the various surgical serv- 
ices of the Veterans Hospital. The 
V.A. Hospital has 160 general medi- 
and 40 


tuberculosis. 


cal beds beds devoted to 


Accredited 


Both hospitals are fully accredited 
by the Medical 
ation and approved residency pro- 
grams include anesthesia, obstetrics 
and gynecology, radiology, general 
and E.E.N.T., 


neurosurgery, plastic surgery, oral 


American Associ- 


thoracic surgery, 
surgery. urology, orthopedics, pedi- 
atrics, medicine, dermatology, neu- 
rology. pathology and psychiatry. 
There are 225 members of the 
staff and 300 under- 
graduate medical students. Students 


house about 


of nursing, dietetics, anesthesia, 


physical therapy, library science, 
and 
the Medical Center 


body to almost 1,000 students. 


laboratory technology, X-ray 


swell student 


Duke Medical School entrance viewed from West Campus quadrangle 
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The West Campus 

of Duke University is 

pictured above. In the left 
foreground is Duke University 
Hospital and Medical School. A new 


wing now under construction is nearing 
completion. On the near side of the new wing 
are the house staff quarters. At upper right is 


Duke Chapel. 


Postgraduate training 


The residency systems at Duke are 


inclined more toward the columnar 
than the pyramidal type. For ex- 
ample in surgery, 14 men are chosen 


for straight internship. 


+H 


Twelve 


junior assistant residents are chosen 
from these men or from outside ap- 
plicants. After serving one year, the 
12 men begin a four-year senior ro 
tation which culminates with the 
residency. 
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House staff quarters 

At both hospitals comfortable quar- 
ters are provided. There are well 
furnished single and double rooms 
and lounges. 

While at Duke Hospital, house 
oficers are provided with 
board and laundry. Single interns 
receive $25 monthly; married in- 
terns, $37.50. Single assistant resi- 
dents receive $42 monthly; married 
assistant residents, $52.50. The ad- 
ditional amount for married house 
oficers is paid if they are actually 
maintaining a home in Durham. 

Married house officers usually live 
within one half mile of the hospital 
in apartments whose rents range 
from $50 to $100 a month. Some 
rent or purchase houses. In general, 


room, 


housing facilities are good. 
At the V.A. Hospital, interns are 
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paid at the rate of $2130 a year; 
$2480; 


and senior assistant residents, $3195 


junior assistant residents, 
or $3550 depending on previous ex- 
perience. 

Variable charges are made for 
room, board and laundry, ranging 
downward from approximately $800 
a year for full maintenance. All 
house officers are given a two week 
vacation each year. 


General practice 


There is no effective 


Duke 


man for general practice. 


program at 
trains a 
The de- 


pediatrics and ob- 


which specifically 
partments of 
stetrics and gynecology offer a split 
year which might be combined with 
medicine and surgery to satisfy this 
goal. 


Fellowships 


There are a number of opportuni- 
ties to work as clinical or research 
Fellows. For example in July, 1955 
there were 26 fellows working in 
Dr. Eugene Stead’s Department of 
Medicine and with one or another 
senior men. These fellows receive 
training in the subspecialty chosen, 
see both private and ward patients 
as consultants, teach third- and 
fourth-year students on the wards 
and in the clinic, and do clinical 
and laboratory research. 

These positions are open to phy- 
sicians who have completed two or 
three years of satisfactory training 
in internal medicine. Fellowships 


are available in the following sub- 
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specialties: hematology, allergy, 
pulmonary diseases, neurology, gas- 
troenterology, hypertension and re- 
nal disease, metabolism, cardiology 
Many of the fel- 


lows receive stipends from outside 


and therapeutics. 


agencies. but those receiving their 
salaries from the Department of 
Medicine receive $3000 the first 
year and $3600 the second year. 


Research 


In surgery, a period of laboratory 
rotation precedes the senior assist- 
ant residency training to encourage 
assistant residents to initiate a pro- 





gram of research which may be car. 
ried through the remainder of resi- 
dency. 

In the Medical School, the De. 
partment. of Surgery has 40 rooms 


devoted to research, with animal 
rooms, operating rooms, electro- 


phoresis apparatus, x-ray machines, 


radio-isotope equipment, oxygen 
therapy equipment, ultracentrifuges, 
electron microscope, and such other 
equipment needed to carry on re- 
search. Research areas __ include 
neuropathology, autonomic nervous 
system, function of the pancreas and 
blood and 


gastrointestinal tract, 


Fine equipment such as this mass spectrometer, used here by Dr. Henry 


Kamin in radioactivity studies, 
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basic to many research projects. 
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blood substitutes, preservation of 
nssue and blood vessels, cardio- 
vascular system, pulmonary func- 


tion, the relation of viruses to can- 
cer, formation of cancer antigens. 
isotope studies, and problems in 
anesthesia. 

Approximately 15 full time tech- 
nicians are employed and all lab- 
vratories are open to house staff 
men for research. Fellowships are 
available to house staff men for re- 
search along with resident training, 
and some men elect to spend one 
year or more in full time research. 
A surgical instrument shop and an 
electronic shop are operated by the 
department for research and clinical 
equipment. 

A wide range of research projects 
are being conducted in the various 
departments. Individuals at every 
stage of training are encouraged 
and provided financial help in re- 
search projects. For example the 
late Dr. Frederic M. Hanes, former 
professor of medicine, left a consid- 
erable portion of his estate to en- 
able any Duke medical student to 
obtain a leave of absence to do full 
time research. 


Library 

Available to the student, particu- 
larly the scholar, is the general 
library at Duke, housing more than 
1,130,000 volumes, and the Duke 
Hospital library with more than 
55.000 volumes and 675 journals. 
Duke Medical School recently dedi- 


cated the outstanding James C. 
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Indenture and Will 


In December, 1924, Mr. James B. 
Duke signed the Indenture of the 
Duke Endowment authorizing the 
Medical School and Hospital. From 
the indenture: 

“I advise that the courses at 
Duke University be arranged, first, 
with special reference to the train- 
ing of teachers, lawyers, and physi- 
cians. I have selected hospitals as 
another of the principal objects of 
this trust because I recognize that 
they have become indispensable in- 
stitutions, not only by way of min- 
istering to the comfort of the sick, 
but in increasing the efficiency of 
mankind and prolonging 
life.” 

And there is this pertinent ex- 
tract from the codicil to the will 
of Mr. Duke (October 1925): 

“There is bequeathed to the 
Duke Endowment the sum of Ten 
Million Dollars and the trustees 
shall use not exceeding Four Million 
Dollars in erecting and equipping a 
medical school, hospital and nurses 
home.” Construction was started in 
September, 1927 and completed in 
July, 1930 at which time the hos- 
pital was opened for patients. 


human 





Trent Memorial Collection of books, 
important incunabula for the stu- 
dent of medical history. 


Teaching 


Teaching techniques vary from 


service to service, but generally op- 
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erate upon the residency system of 
training wherein the responsibility 
of ward 
lies primarily with the resident staff 


for management patient 
under the supervision of the senior 
staff. There are daily ward rounds 
and clinical conferences. 


Medical training— interns 


Besides service on the medical 
wards of both hospitals, the intern 
rotates through the outpatient clinic 
and may rotate through dermatology 
and bacteriology laboratories. 


Nights on call vary with the service. 


Location 
Duke Medical Center is located in 
Durham, N. C., (pop. 70,000) 


whose major industries are the 
manufacture of cigarettes and tex- 
tiles. 

The school of medicine and the 
hospital are located in the same 
building cornering one end of a 
large quadrangle on the West 
Campus of Duke University. 

East Campus (two miles away) 
is the women’s division of Duke 
University. Both campuses occupy 
but a small portion of the more 
than eight thousand acres of forest 
land bequeathed Duke University. 
Some of the land was given for the 
building of the new Veterans Hos- 
pital. 

The University of North Carolina 
in Chapel Hill, N. C., lies twelve 


miles west and south of Duke 
University. 
48 


On laboratory and outpatient rota. 
tions, the intern is on emergency 
room duty one night out of three 
to five; at the V.A. Hospital and 
on dermatology, he is on duty on 
alternate nights; on ward duty at 
Duke Hospital, he is allowed, each 
week, two nights off, a Sunday or 
Saturday afternoon off, and one ad- 
ditional night off by arrangement 
with his colleagues. 


Junior assistant residents 


The junior assistant rotates much 
as does the intern, except for der- 
matology and bacteriology labora- 
tories. On the wards, he has gen- 
eral charge of the patients, sees 
each patient and writes a brief note 
summarizing the problem. On the 
outpatient service, he has charge of 
the negro clinic or he works in the 
white clinic. In general, he has 
more time for reading and may be 
able to spend some time in research. 

Much of the intern and student 
teaching is done by the junior as- 
sistant resident. He is responsible 
for teaching the practical aspects 
of patient care to students and in- 
terns. 

The junior assistant residents 
have the same work schedules as 
the interns while on a ward service, 
but in the clinic they work usually 
one, or rarely, two nights a week. 

In addition, throughout the entire 
year, one junior assistant resident 
works a half day each week in the 
outpatient clinic where he is given 
the opportunity to follow patients 
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As in most of the top surgical training programs in the United 


States, experimental and research surgery share an important role 
in the training of surgical residents at Duke University Hospital. 


Above, two residents are engaged in an applied surgical problem. 


August 1956, Vol. 2, No. 8 49 





of his own choosing for an extended 
This is felt 


in which the second 


period of time. to be 


one way year 
house officer can develop his “prac- 
tice” and provide him with a more 
comprehensive and continuing un- 


derstanding of disease processes. 


Senior assistant residents 
The 


tates through various specialty serv- 


senior assistant resident ro- 


ices at the two hospitals such as 


outpatient clinic and admitting, 
cardiology, hematology, neurology, 


chest and metabolism. 

He works in each specialty full- 
time, seeing consultations on the 
medical service and on other serv- 
ices and conducting specialty rounds 
and conferences. 

Each of these services has one or 
more senior staff men, one or more 


fellows, and has active clinical and 





Teaching conference at Duke. Tissue slides are an invaluable aid. 





investigative interests. During this 


year he learns special techniques 
such as electrocardiograph interpre- 
tation, fluoroscopy and _ procedures 
in diagnostic hematology. 

The senior assistant works one to 
three nights each week as resident 
on call. Most of the senior assist- 
ant residents have time available to 


complete some research project. 


Surgical residency programs 


The surgical service of Duke Hos- 
pital also operates the resident sys- 
tem of training by which responsi- 
bility for the management of ward 
patients lies primarily with the resi- 
dent staff under supervision of the 
staff. 


ments are 


senior One-year appoint- 


available to approxi- 


mately 14 interns in surgery each 


year, who then may elect to enter 


the residency 


training program in 
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general and thoracic surgery, or in 
one of the following specialties: 
anesthesiology, neurosurgery, oph- 
thalmology and otolaryngology, or- 
thopedic surgery, plastic surgery or 
urology. 

The residency in general surgery 
combines general and thoracic sur- 
gery and takes approximately five 
years for completion. Twelve junior 
assistant residents are appointed 
from the intern group or from out- 
side applicants. A straight surgery 
internship is recommended for this 
appointment. 

During the junior assistant resi- 


dency year, rotations through the 


Duke services, the Veterans Hospi- 
tal, and Watts Hospital are as 
shown in the table. All junior as- 
sistant residents must obtain a tem- 
porary license in North Carolina, 
which entails an interview by the 
North Carolina Board of Medical 
Examiners and a fee of $10; no ex- 
amination is required. 

Each year from 8 to 12 prospec- 
tive residents (3 in general and 
thoracic surgery) are appointed 
from the junior assistant resident 
group. Upon entering the senior 
assistant resident group, the indi- 
vidual progresses through the pro- 
gram as shown on page 54. 


DUKE RESIDENCY PROGRAMS 


SERVICE 


Internal Medicine 
Allergy 
Cardiovascular Diseases 
Dermatology - Syphilology 
Gastroenterology 
Neurology 
Pulmonary Disease 
Surgery—General and Thoracic* 
Ophihalrecha 

mology 
Otolaryngology 
Orthopaedic Surgery 
Plastic 
Urol 
Oral ery (Dentistry) 
Pediatrics 
Obstetrics and Gynecology 
Endocrinology 
Psychiatry 
Anesthesiology 
Pathology 
Radiology 


*Thoracie comes within the Department 


CHIEF OF DEPARTMENT 


Eugene A. Stead, Jr., Chairman 
Oscar C. E. Hansen-Pruss 
Edward S. Orgain 

J. Lamar Calloway 
Julian M. Ruffin 

E, Charles Kunkle 
Elijah E. Menefee, Jr. 
Deryl Hart, Chairman 
Barnes Woodhall 

W. Banks Anderson 
Watt W. Eagle 

Lennox D. Baker 
Kenneth L. Pickrell 
Edwin P. Alyea 
Nicholas Georgiade 
Jerome S. Harris 
Bayard Carter 

E. C. Hamblen : 
Ewald W. Busse 

C. Ronald Stephen 
Wiley D. Forbus 

Robert J. Reeves 


of General 


Surgery. Dr. Will C. Sealy is Chief of Thoracic Surgery. . 
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Senior surgical 


For senior assistant residents, the 
four-month rotation to Watts Hos- 
pital consists of serving as chief sur- 
gical resident of the hospital (a 250- 
bed city and county hospital) where 
more experience in gynecology and 
fractures is possible than at Duke. 
A salary of $250 a month is paid, 
in addition to a room allowance of 
$25, meals and laundry. The ro- 
tation to McCain Sanitorium (state 
tuberculosis hospital) includes per- 
forming all major thoracic surgery 
under supervision, at a salary of 
$500 a month plus living quarters 
and other allowances. The four- 
month chief residency at the V.A. 
Hospital provides a salary of $3500 
a year plus uniforms and laundry. 
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An important part of pa- 
tient care at Duke Hospital 
“is provided by the nursing 


staff assisted by nurses aides. 


Chief resident 


The eight-month chief residency at 
Duke Hospital carries a stipend of 
$91.67 (men under the GI-bill re- 
ceive $25 plus room, board, etc.) 
monthly (unless a fellowship is se- 
cured) with room allowance, board, 
laundry and 
nished. During the eight months, 
the resident is in complete charge 


hospitalization — fur- 


of the public ward service and per- 
forms all of the major general and 
thoracic operations, with the excep- 
tion of a few of the newer intra- 
cardiac procedures. He may re- 
quest consultation with members of 
the senior staff at any time. 

There are numerous teaching con- 
ferences in general surgery, surgical 
pathology, and thoracic surgery, as 
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well as in the surgical specialties. 
both at Duke and at the Veterans 
Hospital. It is the purpose of the 
residency training program to pro- 
vide security for the competent in- 
dividual seeking surgical training 
and to provide for steady progres- 
sion after the initiation of the senior 
assistant residency. A new wing of 
the hospital providing more ade- 
quate outpatient facilities, approxi- 
mately 100 more beds, and 10 more 


operating rooms will be completed 


by 1957. 


Recreational facilities 


Lack of time rather than facilities 
serve to limit recreation for the resi- 
dent. Duke University and the Uni- 
versity of North Carolina provide 
and attract numerous and_ varied 
educational and entertainment op- 
There are 


portunities. touring 


artists, professional and amateur 


A special nursing program for premature infant care has reduced prema- 
ture infant mortality at Duke Hospital. Premature babies are brought to 


the Duke premature center from county public health offices. Photo shows 


an infant in special bassinet used in the premature nursing center. 
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SURGICAL RESIDENCY PROGRAM 


APPROX. 
APPOINTMENTS NUMBER DURATION ROTATIONS 


Ward and Private General Surgery 
Public and Emergency Clinics 
Specialties: Neurosurgery 
Plastic Surgery 
Internship Thoracic Surgery 
Urology 
Orthopedics 
Anesthesia 


(Ward and Private General Surgery 





| Thoracic Surgery 
| Orthopedics 
Junior Assistant } Urology 
Residency ) Veterans Hospital: General & Thoracic 
Neurosurgery 
Orthopedics 
\Watts Hospital: General & Gynecology 


(Four months each, in order) 


and Residency: Pathology 

Neurosurgery 

| Plastic Surgery 

| Thoracic Surgery 

General | Publie Surgery Outpatient Clinic 

and 4+ years! Private Service of Staff Surgeon 

Thoracic Watts Hospital (city and county) 
McCain Sanitorium (state tuberculosis) 
| Private Service of Chief Surgeon 
Chief Resident, Veterans Hospital 
| Resident, Duke (white public wards) 
(Resident, Duke (colored, children’s wards) 


Senior Assistant Residency Patel 


(Anesthesiology 

Neurosurgery 

) Ophthalmology and Otolaryngology 
Specialties 30+- 2-4 years | Orthopedic Surgery 

, Plastic Surgery 

\Urelogy 
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stage productions and visiting ex- 
perts and 
teams provide contests in football. 
basketball, baseball, track, 
etc. 

For those who wish to hunt and 
fish, swim, play golf or tennis, there 
are excellent nearby facilities. The 
mountains and the beaches are with- 


lecturers. University 


tennis. 


in three hours drive. Bugg Island 


Lake of 50,000 acres and 800 miles 


of shore front is within an hour’s 


drive. 


Program information 


For concern- 
ing a residency program at Duke 
University Medical Center write the 
head of the department in 


detailed information 


which 
you are interested. 


Principles of Teaching 


“We feel that teaching of clinical 
medicine, for both students and 
staff, can best be accomplished at 
the bedside with the patient. There- 
fore, teaching consists predomi- 
nantly of ward rounds. In addition, 
there are daily clinical conferences 
at each hospital. 

“The advantages of 
teaching are now widely appre- 
ciated in this and our 
teaching program is based on this 
concept. We think, with the patient 
as the problem, anyone from junior 
student through senior staff man 
can add appreciably to the knowl- 
edge about the patient and con- 
tribute to the total ‘learning pool’. 
Thus, on our wards and in our 


bedside 


country 


clinic we have junior and senior 
students, interns, assistant residents 
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and senior staff members attending 
the same rounds and conferences. 

“In conjunction with this prin- 
ciple of medical education, we 
believe that information is best re- 
tained and catalogued by having 
to pass knowledge to someone else. 
As an example, the patient is seen 
and completely the 
student immediately after admis- 
sion, and is later seen by the in- 
terns resident. The 
student then writes the complete 
history and physical examination 
and the intern discusses the patient 
and checks the history with him.” 


examined by 


and assistant 


Eugene A. Stead, Jr., M.D. 
Chairman, Department of 
Internal Medicine 

Duke Hospital 











Number ten of a series 
from leading medical centers 


Clinico—Pathological 


Conference 


Duke Hospital, Durham, N.C. 


Clinical Presentation: 
Dr. William J. Peete 
Pathological Presentation: 
Dr. Bernard F. Fetter 


Admission 

This 54-year-old, colored widowed 
female was admitted to the Medical 
Service on November 18, 1954 be- 
cause of hematemesis of four days’ 
duration. 

Past History: General health good 
until present illness. No operations 
or previous hospital admissions. 

Review of systems: Epistaxis many 
years ago with no recent recurrence 
with polyarthritis at about the same 
time. Her general exercise tolerance 
was good, and she did not admit to 
dyspnea, wheezing, cough, hemopty- 
sis, chest pain, or palpitation. She 
did state that she thought she had 
occasional swelling of the ankles on 
dependency for many years. 

Family history: No history of 
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tuberculosis, diabetes, hypertension. 
Father died age 63 with pneumonia. 
Mother died at questionable age dur- 
ing childbirth. Three brothers are 
living and well. 


Prior to admission 


The patient apparently never had 
any GI symptoms prior to the four 
or five years preceding her hospital 
admission, during which time she 
had occasional lower substernal and 
epigastric burning, relieved by milk 
of magnesia. Otherwise, this “heart 
burn” had no relation to ingestion 
of foods, time of day, or seasons of 
the year. While having an episode 
of “heart burn,” she would describe 
a burning sensation in her throat 
on recumbency. 

For three to five weeks prior to 
admission, she had noted tarry 
stools and approximately three to 
four days prior to admission began 
feeling weak and tired, and occa- 
sionally vomited some blood, to- 
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gether with coffee-ground material. 
However, the vomitus was small in 
amount, and she was able to con- 
tinue her housework. 

The morning of admission, she 
had massive hematemesis, became 
unconscious, pale, cold, and sweaty, 
and was brought to the emergency 
room immediately. 


Physical examination 
Temperature 37.3°, pulse 90, res- 
pirations 20, and blood pressure 
80/40. The patient was obese and 
comatose. The skin was light and 
moist. 

Head and EENT: essentially 
normal; the pupils were equal, 
round, regular, and reactive. Neck: 
supple. Breasts: negative. Lungs: 
resonant and clear except for a few 
inspiratory crackles at the right 
base. Heart: apex nine cms. from 
mid-sternal line in the midclavicu- 
lar line. Normal sinus rhythm 
with a Grade I-II, soft, blowing, 
systolic, precardial murmur, loud- 
est at the apex. A2 and P2 quiet. 
The abdomen was obese without 
tenderness. Peristalsis was absent 
Liver spleen, and kidneys 
were not felt. Vessels: no pedal 
pulses were felt; radial and femoral 
pulsations were good. 


to rare. 


There were 
no varicosities. Upon recovering 
consciousness, neurological exami- 
nation was normal. 


Accessory findings 
Hemoglobin on admission was 3.9 
grams, white blood count 28.000. 
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Blood sugar was 482. Urine sugar, 
four plus; acetone negative. 


Hospital course 

On admission to the emergency 
room, blood was immediately cross- 
matched and administered. An 
EKG on admission showed changes 
compatible with a fairly extensive 
area of sub-endocardial ischemia in 
the region of the apex, as well as 
a possible electrolyte imbalance, 
either hypokalemia or hypocalcemia. 

She continued to respond and re- 
ceived whole blood so that at 6 a.m. 
on the second hospital day she had 
received 13 pints of blood with a 
hemoglobin of 16.5 grams. Tarry 
stools continued. 

A GI series showed no evidence 
of esophageal varices, but the duod- 
enal bulb was deformed, and there 
appeared to be an ulceration at the 
base of the bulb. The radiologist 
felt that this represented a duodenal 
ulcer. By 1:20 p.m. of the second 
hospital day, she continued to have 
frequent bloody stools, and _ her 
blood pressure could be maintained 
only by continual blood transfusions. 
At this time, her NPN was 68 mg. 
%, chlorides 109.4 m.eq/L, sodium 
141 m.eq/L, potassium 3.8 m.eq/L, 
CO, 26.7 m.eq/L. Her temperature 
was 39.7°. 

At 3 p.m. on November 20, 1954, 
the second hospital day, she was 
taken to the operating room where 
a subtotal gastric resection and 
gastrojejunostomy were performed 
because of a bleeding ulcer on the 
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superior aspect of the first portion 
of the duodenum. The duodenum 
was divided through the ulcer site. 

The operator states that inversion 
of the stump was completed with- 
out encroaching upon the pancreas 
since the ulcer arose from the su- 
perior aspect of the duodenum. 
After division across the duodenum 
at the ulcer site. the ulcer iself was 
removed secondarily by a second in- 
cision. No gross bleeding was 
noted from this point at the time 
of surgery; however, a rubber shod 
clamp had been placed across this 
area 15-20 minutes before open in- 
spection. The ulcer had the gross 
appearance of activity and in the 
operator's opinion, a small vessel 
could be seen near the upper aspect 
of this ulcer. 

Pathological report showed chron- 
ic duodenitis without evidence of ac- 
tive ulceration. 

On the first postoperative day, her 
40.1°, and 


physical and x-ray signs of atelec- 


temperature rose to 


tasis of the right lower lobe were 
After endo- 
tracheal suction, repeated at fre- 
quent 


present. vigorous 


intervals, her temperature 
gradually came down until the fifth 
postoperative day when she again 
began to spike evening tempera- 
tures as high as 40.2°. On the sixth 
postoperative day, she appeared 
icteric, and a serum bilirubin was 
8.4 mg. % with an alkaline phos- 
phatase of 1.7. On this day, she 
vomited a small amount of bile- 
stained material. Her urine was 
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negative for bile while urinary 
urobilinogen was increased over a 
immediate 


normal control. Her 


postoperative hemoglobin was 9 
grams and over the next four or 
five days, five blood transfusions 
raised her hemoglobin to 13 grams. 
Her temperature gradually came 
down to normal limits. Through- 
out the last five days of her hos. 
pital admission, she continued to 
spike low grade fevers, as high as 
38°, and on the evening prior to 
discharge her temperature reached 
38.5°. 

She was discharged on December 
9, 1954, her 19th postoperative day. 
While in the hospital, her diabetes 
had been well controlled with reg- 
ular insulin, and it was felt that she 
could be controlled at home on diet 
alone. 

* 

Dr. William Peete: 1 think it 
would be reasonable at this point to 
ask Dr. Baylin to show us a chest 
film of this admission and to com- 
ment on an emergency gastroin- 
At the time of this 
discharge, I list potential thoughts: 

1) Massive 


nal hemorrhage 


testinal series. 
upper  gastrointesti- 
caused by 
bleeding unknown, but sus- 
pect are duodenal ulcer and 
arteriosclerosis, possibly a my- 
cotic aneurysm relieved by 
partial gastrectomy. 

2) Diabetes mellitus. 

3) Arteriosclerosis with absent 
pedal pulses. 


a 


Also suspect a rheumatic valv- 
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ular heart disease with aortic 
and/or mitral involvement and 
coronary artery heart disease. 

5) There is also a fever of un- 

known origin. 

Dr. George Baylin: The chest film 
demonstrates a slight enlargement 
of the heart without any character- 
istic deformity. The lungs are clear, 
the gastrointestinal series is con- 
sistent with a small duodenal ulcer 
on the superior margin on the first 
portion of the duodenum, and the 
fluoroscopist did feel one was pres- 
sent. This is all the help I can give 
on the basis of these films. 


* * * 


Prior to second admission 
On December 21, 1954, she was seen 
in the outpatient clinic. She com- 
plained of continued weakness, 
dizziness, and anorexia, and that 
she had vomited approximately two 
times a day. She believed that her 
stool color had been normal. All 
urine tests at home had been nega- 
tive for sugar, and she had taken 
no insulin. Her blood pressure was 
156/86 lying down and 92/70 stand- 
ing. Hemoglobin was 9.9 grams. 
She was seen the same day in the 
surgical clinic where, because of her 
continued GI complaints. a GI series 
was scheduled. GI series showed the 
gastric remnant well-filled. and no 
defects were noted. This series was 
done on December 27, 1954. The 
barium passed readily through the 
stomach, and there was no evidence 
of spasm, obstruction. or ulceration. 
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On December 28, 1954, it was 
noted that there was moderate in- 
duration about the incisional site. 
Her bowel sounds were good, and 
there was no distention. Hemo- 
globin was 9.9 grams. Red blood 
count 3.6 million, hematocrit 32 vol. 
©, MCH 24 and MCV 88. Reticu- 
locytes were 3.3%. Stool was 
guaiac negative. 

Her appetite continued to be poor, 
and she vomited a small amount of 
clear or greenish material about 
On January 25, 1955, 
she had not improved, and continued 
with the same complaints. At this 
time, her blood pressure was 104/76 
74/68 standing. 
Abdominal examination on this date 
revealed a large firm, non-tender 
mass in the epigastrium under the 
site of her previous incision. 


twice daily. 


lying down and 


Second admission 


Second Duke Hospital admission: 
January 25, 1955 to February 27, 
1955. 

Patient was re-admitted to the 
Surgical Service on January 25, 
1955. On January 27, 1955, under 
local anesthesia, the epigastric: 
mass was drained, and a large quan- 
tity of yellow, purulent, foul-smell- 
ing pus was obtained. By finger 
palpation, this abscess cavity was 
approximately seven cms. in depth. 
Culture revealed E. coli, sensitive 
to chloromycetin. An EKG on Jan- 
uary 26th showed changes sugges- 
tive of myocardial disease. On the 
29th of January, the EKG showed 
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changes suggestive of an acute myo- 


cardial infarction, and did not 
change thereafter. During the first 
two or three days, the material 


draining from her drainage wound 
was entirely purulent; however, by 
the fourth 
day it was obvious that the drain- 
On Feb- 


ruary 1, 1955, a sump pump was in- 


third or postoperative 


age was biliary in nature. 


serted into the wound and from 600 
to 900 cc. a day of bile from that 
the 
The patient’s 


time on was aspirated from 
depth of the wound. 
diet was gradually increased until 
she was tolerating a full liquid diet 
five days after admission. 
by February 7, 1955, the patient be- 


gan to notice nausea and vomiting 


However, 


and had to be supplemented by in- 
cantor 
tube was inserted on February 9th. 


travenous fluid therapy. A 


Because of massive out-pouring of 
bile, plus vomiting and diarrhea, 
which occurred with tube feedings 
that were started after the Cantor 
tube was inserted, she became an 
electrolyte problem, and on Febru- 
ary 10, 1955 her NPN was elevated 
to 138 mg. %. CO, was 20.1 m. 
eq/L, chloride 84.4 m.eq/L, sodium 
132.9 m.eq/L, and potassium 4.6m.- 
eq/L. By intravenous 
electrolyte replacement, on Febru- 
ary 15th, the NPN was 50 mg. %, 
CO, 22.3 m.eq/L, chloride 105.9 m.- 
eq/L, sodium 143.6 m.eq/L, and 
potassium 3.8 m.eq/L. On February 
13, 1955, the patient began to run 
high spiking temperatures, to as 
high as 40°. On February 16th, 


appropriate 
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massive 
Despite blood 
intravenous 


showed a 


blood 


proteus septicemia. 


cultures 


transfusion and elec- 
trolyte replacement, the patient con- 
On 


ary 22, 1955, at 9:30 a.m., the pa- 


tinued to go downhill. Febru- 


tient complained of severe chest 
pain and shortness of breath. Res- 
pirations went as high at 40 to 50 
per minute. The patient was digi- 
The chest film showed no 
ACTH was started 
On this date, 


for the first time, a Grade II, dia- 


talized. 
specific change. 


on February 25, 1955. 


over the 
Blood pressure 180/80. 
The patient was placed on ten mil- 


stolic murmur was heard 


aortic area. 
lion units of penicillin and_ two 
grams of streptomycin a day. In 
the early morning of February 27, 
1955, she developed periods of in- 
creased respiration and intermittent 
coma with a pulse rate of 110 and a 
temperature of 39.2°. At approxi- 
mately 9:15 a.m. on February 27, 
1955, the patient’s blood pressure 
100/60 to 60 


respirations slowed to ten per min- 


dropped from and 


ute. Whole blood was administered, 
but the blood pressure continued to 
drop. Respirations ceased at 9:30 


a.m. and artificial respiration was 
continued until the patient’s heart 
stopped at 9:40 a.m. (Duke History 


+14645. Autopsy +7725.) 


Discussion 

Dr. William Peete: There may be 
a number of facts you wish to help 
the problems of diagnosis, 
such as what was the differential on 


assay 
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the initial and only white count re- 
corded? Did the surgeon palpate 
within the lumen of the duodenum 
at the time of surgery or look into 
the gastric remnant? Did the elec- 
trocardiograms reveal left ventricu- 
lar hypertrophy? What happened to 
her icterus? Was the dissection bed 
drained at the time of surgery? Did 
her pedal pulses return? Was there 
a sputum culture or blood culture on 
her first admission? What was her 
Hinton? What did 


show about her diaphragms from 


fluoroscopy 


the postoperative course? 

I doubt these or more would help 
me, but think it would be well to 
have Dr. Baylin comment and show 
a chest film and abdominal film from 
the second admission. 

Dr. George Baylin: The chest film 
is essentially unchanged. The ab- 
dominal films show a Cantor tube 
and sump drain in place. Psoas 
shadows are present. Fluoroscopy 
revealed normal motion of dia- 
phragms, it is related. 

Dr. William Peete: On the basis 
of evidence present, it would seem 
the source of the mass gastroin- 
testinal bleeding was from a vessel 
in the specimen resected on 20 No- 
vember—at any rate, since that re- 
section, gastrointestinal bleeding is 
one of the few difficulties this pa- 
tient escaped. But the pathologist 
states that the specimen submitted 
to him which, according to the sur- 
geon, included an ulcer, showed only 
chronic duodenitis. We know that 


duodenal ulcers are often left be- 
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hind at the time of resection, but 
the protocol states that it was re- 
moved. If so, the pathologist did 
not obtain the specimen. I am sure 
that it is impossible to know that 
duodenal ulcer disease is responsible 
for the bleeding this patient had 
initially. The gastrointestinal series 
suggested a hiatus hernia which 
would be consistent with the his- 
tory of epigastric pain and _ heart- 
burn given in the protocol. 

On the basis of the verbal and 
written evidence that we have, one 
could postulate that the small 
duodenal might 
arteriosclerotic and 


vessel observed 
have been 
aneurysmal and could do this—cer- 
tain arteriosclerotic vessels, espe- 
cially branches of the left gastric 
do produce massive gastrointestinal 
bleeding. 

On the other hand. post-bulbar 
duodenal ulcers are more apt to pro- 
duce massive bleeding than scler- 
otic aneurysmal branches, even ves- 
sels of the left gastric. These ul- 
cers are often difficult to define by 
x-ray. With our  roentgenologist 
suspecting a duodenal ulcer at the 
base of the bulb without being sat- 
isfied as to the cause of the bleed- 
ing, without knowing the surgeon 
searched the duodenum further from 
within and even wondering had he 
done so, it is reasonable to suspect 
this diabetic woman had a _ post 
bulbar duodenal ulcer which pro- 
duced massive gastrointestinal bleed- 
ing, and then bled no more after 
exclusion. 
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The 


microscopy is 


presence of duodenitis by 


a reason to suspect 
nearby duodenal ulceration, be it re- 
moved or retained. Whatever, there 
are several potential causes of bleed- 
ing. 
son 


One may fashion another rea- 
to postulate another source of 
bleeding: the most likely explana- 
tions for the biliary fistula and ab- 
scesses this patient subsequently de- 
veloped is leakage from the duo- 
denal closure. But perforation of an 
unrecognized duodenal ulcer might 
explain the same situation. 
Leakage 

Blowout or leakage of the duodenal 
closure usually occurs when the ul- 
cer disease has progressed so exten- 
sively, and I’ve sometimes felt has 
been let progress, that the surgeon 
has scarred, inflamed, unwieldy tis- 
sues which refuse to heal per 
priman. This was not apparent here, 
according to the protocol, or the 
afferent anastomosis of the small 
bowel to the stomach functions poor- 
ly and biliary and pancreatic juices 
force their way out the duodenal 
stump, which seems doubtful since 
this patient vomited bile early in 
her postoperative course; or there 
is hematoma and/or infection of the 
stump. 

Hypothetically, it seems reason- 
able to postulate a postbulbar duo- 
denal ulcer which bled massively, 
stopped bleeding with surgery, and 
later perforated, as to accept as the 
source of bleeding the small vessel 


described in the protocol, and as the 
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source of fistula the blowout of the 
duodenal stump. Either would pro- 
duce an abscessed biliary fistula. 
Either would explain fever, vomit- 
ing. an elevation of bilirubin, a 
weakness, fatigue and anemia. Sta- 
tistically, the blown out duodenal 
stump is likely. 

But 


death here. On her first admission, 


neither situation explains 
an electrocardiogram disclosed myo- 


cardial ischemia, and later, myo- 
cardial infarction. She had evidence 
of vascular sclerosis, she had a 
marked anemia, she had a sugges- 
tion of aortic valvular disease. There 
seems no reason to dispute the diag- 
nosis of myocardial infarction sug- 
gested on 26 January. Between her 
first and second admissions, the pa- 
tient developed an anemia for which 


blood 


least stool guaiacs were negative. 


we cannot blame loss—at 
Intra-abdominal infection may have 
been the cause and this seems likely. 

It is also possible this patient, who 
had polyarthritis, a precardial mur- 
mur, cardiac enlargement, and per- 
haps myocardial infarction during 
her first admission, had developed 
bacterial endocarditis. This too 
would explain anemia. 

Whether or not 


carditis developed during the first 


bacterial endo- 


admission, the diagnosis of myo- 
cardial infarction seems clear on the 
basis of electrocardiographic  evi- 
dence by 29 January of the second 
admission. Ten days later, she was 
more febrile. In fifteen days pro- 


tein septicemia was present. Acute 
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bacterial endocarditis, parasitical 
upon either rheumatic vegetations 
or the intimal debris of infarction, 
or both, seems more likely. 
Bacterial digestion of the aortic 
valve could explain the aortic dias- 
tolic murmur which developed just 
before death. There are many pos- 
sibilities to account for coma the 
last two days of this patient’s life 
-one might be bacterial embolism. 
And an embolus to the respiratory 
center might explain why her res- 
pirations ceased before a more 
obvisously ailing heart. But my time 
is past, and we have enough fact 
and postulation to select these di- 


agnoses: 
1. Diabetes Mellitus 
9 


2. Generalized arteriosclerosis 
3. Massive gastrointestinal bleed- 
ing due to duodenal ulcer disease 
a. partial gastrectomy 
b. biliary fistula with subhe- 
patic abscess, abdominal 
wall abscess. probably bile 
peritonitis secondary to duo- 
denal stump leakage 
1. Coronary artery disease with 
myocardial infarction 
5. Rheumatic aortic valvular heart 
disease with acute bacterial en- 
docarditis superimposed upon 
it and rupture of the aortic 
valve. Question emobli to the 
brain from the bacterial endo- 
carditis. 


Anatomical diagnosis 
(History of subtotal gastric resec- 
tion and gastrojejunostomy) Duo- 
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denal fistula; subhepatic abscess; 
acute bacterial aortic endocarditis 
with rupture of right coronary cusp 
of aortic valve (gram-rods); card- 
iac dilatation and hypertrophy; pul- 
monary edema and_ congestion; 
bronchopneumonia, right lower lobe; 
severe fatty alteration and central 
necrosis of liver. Hyperplasia of 
bone marrow. Generalized arterio- 
and arteriolosclerosis; arterio- and 
(History 
of diabetes mellitus) diabetic glom- 
erulosclerosis; (Kimmelstiel-Wilson 
disease) (History of intubation with 
Miller-Abbott tube). Acute ulcera- 


arteriolonephrosclerosis ; 


tions of intestinal mucosa. (History 
of blood transfusion) Hemosiderosis 
of spleen. 


CPC note 

Dr. Fetter: In this case there were 
postoperative complications related 
to a gastric resection. The end of 
the duodenum which had been su- 
tured became open. As a result of 
this there was produced a_ subhe- 
patic abscess which drained anteri- 
orly. There was no evidence that, at 
any time, the patient had a gener- 
alized peritonitis. From this abscess 
were cultured three gram negative 
rods—Aerobacter aerogenes. B. coli. 
and Proteus vulgaris. Associated 
with this infection there developed 
a bacterial endocarditis involving a 
leaflet of the aortic valve. This en- 
docarditis was such that it produced 
a perforation of the valve and was 
therefore responsible for the un- 
usual cardiac murmur. There was 
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no evidence of embolism from this 
endocarditis. The central areas of 
the liver were necrotic and rather 
deeply jaundiced. The pigment was 
not noticed in any of the other or- 
gans. The bile ducts were patent. 
there were 
which 
may have been associated with in- 
tubation. The kidneys were irregu- 
larly scarred as a result of vascular 
disease or old pyelonephritis. 

On microscopic examination num- 


In the small intestine 


numerous linear ulcerations 


erous gram negative rods were in 
the vegetation on the heart valve. 
Unfortunately no culture was made 
of this valve. A small area of pneu- 


64 





monia was noted in the lungs. In the 
kidney there were seen the changes 
described by Kimmelstiel and Wil- 
son as related to diabetes. The ne- 
crotic areas in the liver described 
grossly are usually related to the 
central areas but at some times are 
seen elsewhere in the lobules. Such 
areas as this one cannot relate to 
obstruction of the circulation. This 
is the type change that one sees with 
intoxication, this 
case bacterial. No anatomic explana- 
tion for the breakdown of the duo- 
denum was found but this was the 
incident which contributed most to 
the death of this patient. 


presumably in 
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| Chose Anesthesiology 


~< 


Usually the patient is unaware of the special skills which 
give the anesthesiologist the status of a full partner at 
the operating table. Here are a few of the reasons why 
this partnership is sought by a growing number of young 
physicians who elect to specialize in this dynamic young 
> field. 


> Edward R. Bloomquist, M.D. 
; The completion of an internship marks, as a rule, the 
the as : 
beginning rather than the end of the ever present question 
es ; ite anne ; on 
Bs facing the tyro physician—“What am I going to do next? 
Vil- : : : : 
The most obvious answer to this query is the field of 
ne- : ; 
general practice. Unfortunately, however, not every doctor 
ed . , ; , 
is physically, mentally or emotionally constituted to handle 
the ; 
the challenge this field presents. Not everyone can spread 
are ; a se - 
“ h himself, his time or his intellect to encompass medicine and 
- surgery as a whole, and to attempt to do so can be amazingly 
he frustrating. 
4 Fortunately, there is another choice—specialization. 
‘ith We he te , at nae 
hi After seven years of experience in clinical medicine it has 
” been interesting to review my medical career, asking and 
sal trying to honestly answer the question, “If it were possible 
og to relive my professional life. would I still choose anesthesiol- 
the ogy as a career?” 
to 


This question has probably circulated through the minds 
of many fellow residents since the provocative article by 
Dr. Arthur J. Prange, Jr., appeared in the May issue of this 
journal. 

For me the answer is easy. I most certainly would! 
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ON THE “DISTURBED” WARDS... 


ARRESTED 





SPARINE quiets and relaxes the acutely agitated patient without clouding 
his perception or inducing disabling lethargy. Disturbed, combative 
patients become calm, are able to converse rationally, to care for their 
own needs, and to participate in supervised group activity. SPARINE thus 
transforms the acute ward from a place of bedlam to a reasonably quiet, 
orderly service. In this atmosphere, the greatest benefit from psycho- 
therapeutic measures can be expected. 


INDICATIONS: 
e The acute psychotic ° The drug addict © The acute alcoholic 


For rapid initial control, intravenous administration. For maintained 
control, oral or intramuscular administration. Injection pain is minimal, 
and necrosis at the injection site has not been reported. 


Tt References on request 
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NEW Potent Ataractic Drug 


Sparine 


Promazine Hydrochloride Hydrochloride 


10-(y-dimethylamino-n-propyl) -phenothiazine hydrochloride 


*Trademork 




















Varied attitudes 


It’s rather interesting to note the 
attitudes, both lay and professional, 
that surround each of the specialties. 
If a doctor chooses one of the pri- 
mary fields, i.e. 
medicine or ob-gyn, his family and 


surgery, internal 
associates announce with pride that 
their relative or friend has answered 
the call to increase his ability to 
serve his fellow man. 

If his interests lie in one of the 
less inhabited specialties, however, 
the new resident can expect some 
good to his 
underlying personality deficits or his 


natured kidding as 
proposed close relationship to cer- 
tain portions of the human anatomy. 

As one veers further away from 
accepted and fields of 
medicine, he can expect even less 


explored 


understanding from his fellow doc- 
tors as to his reasons for the choice 
of his life’s work. One of these fields 
is anesthesia. 

My own entry into this newly de- 
veloping science was not unique. 
Repeatedly coming in contact with 
practice, I 
found it progressively more interest- 


anesthesia in general 
ing. This interest increased until the 
decision was made to specialize. 


Initial impressions 

But it was not always so. My initial 
impressions of anesthesia were 
tinged with disrespect. Understand- 
ing neither its importance nor its 
employment, I mentally tucked it 
away as something to fall back upon 
when the day arrived that senility or 
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ON THE OTHER HAND... 


The stimulation of comment 
and opinion created by Dr, 
Arthur J. Prange’s candid dis- 
cussion of why he changed his 
field of specialization (‘‘I Quit 
Anesthesiology,’’ RESIDENT 
PHYSICIAN, May 1956) was 
most encouraging to the editors 
of your journal. Your letters 
have literally snowed us under. 


Here is presented a contrary 
viewpoint. 


Your editors feel that a 
closer, more personal coopera- 
tion among all physicians will 
result from a better wunder- 
standing of the different spe- 
cialties by each. 


Since any one resident's 
opinion of his specialty is sub- 
jective, the picture he paints 
cannot be considered repre- 
sentative. Yet, if through a 
number of contributions your 
journal can present different 
points of view, we believe a 
fuller appreciation of each 
specialty’s contributions will be 
gained. We intend to avoid 
publication of the pompous, the 
academic or didactic approach 
and thereby hope to offer resi- 
dent readers of coming issues 
of RP a penetrating, yet down- 
to-earth look at many special- 
ties as seen through many 
physicians’ eyes. 
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a desire to “take it easy” precluded 
my doing anything else. 

During the clinical years, however, 
these ideas were rapidly dissipated. 
The juvenile attitude adopted until 
then was quickly revised following 
experience acquired in talking to 
and working with anesthesiologists 
during various clerkships. 

The old cliche that 
give an anesthetic was dampened by 


anyone can 


some frustrating and frightening in- 
cidents which occurred when I tried, 
as a novice, to administer anesthesia. 

The cliche was further dowsed by 
the obvious attitude of mutual re- 
spect and cooperation existing be- 
tween surgeons and anesthesiologists 
at the training center. It was com- 
pletely drowned one afternoon when 
a respected surgeon confided, “Be- 
lieve me, if ever I go under the knife, 
I shall be as careful in choosing my 
anesthetist as I will in choosing my 
surgeon!” 


Gathered from confreres 


Unfortunately, not everyone is as 
well acquainted with the facts as 
was this chief of surgery. From 
what can be gathered from confreres 
in medicine, there still remains a 
large school of uninformed men who 
feel that anesthesiologists material- 
ize from one of the following groups: 

1. Those who are too tired, too 


feeble, or too old to do anything 
else. Thus they retire into an “easy” 
field. 

2. Those who are incapable of 
meeting the pressures—social, eco- 
nomic or medical—of an active gen- 

well 
practice; and thus drift into an “in- 


eral or explored specialty 
conspicuous” position at the head of 
a draped table. 

3. The unambitious, lazy or dis- 
interested medic who is looking for 
an easy way to make a relatively 
good income with the slightest 
amount of effort. Thus he resorts to 
the simple expediency of pouring 
ether for a couple of hours each 
morning. 

4. The would-be surgeon who can’t 
make the grade. 

It is interesting to note, though, 
that when a medical comrade finds 
that he or one of his family has be- 
come an item of surgical interest, he 
makes quite certain that the man 
escorting him into the realm of 
Morpheus is also capable of bring- 
ing him back. He also insists on 
some assurance that when he does 
return, two and two will still add up 


to the conventional four. 


No defense needed 
Much could be said in defense of the 


misinterpretations that many people 
place in a half kidding, half serious 


‘BOUT THE AUTHOR—A graduate of the College of Medical Evangelists in 1948, 
Dr. Bloomquist interned at the White Memorial Hospital in Los Angeles. Four 
years of a successful general practice was interrupted by a two year stint as 


chief of anesthesiology at an Air Force hospital. The author will complete a 
two-year residency in anesthesiology this year. 
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vein upon the essentially new spe- 
cialty of anesthesiology. 

Actually, no defense is necessary. 
The marked progress in surgery and 
its specialties, many of which could 
never have come to pass without re- 
cent 


improvements in anesthesia, 


make the anesthesiologist an es- 
sential individual. 

His continual inquiry into better 
methods of keeping patients com- 
fortable and alive, as well as making 
life for the 
surgeon is reason enough for his 


easier and less tense 
highly specialized existence. 

To this one can add advances in 
treatment and diagnosis made _ pos- 
sible through a better understand- 
ing of nerve blocks. Present also. 
though less noteworthy, are the con- 
tributions to the field of respiratory 
physiology. 

And as one recognizes the import- 
ance of the anesthesiologist’s under- 
standing of and ability to handle 
medicine’s 


most drugs, 


his training in their application in 


poisonous 


surgery, as well as in many other 
fields of medicine, the wall of critic- 
ism becomes rather porous, and the 
horizons of anesthesiology begin to 
expand. 


Different attractions 


Why does a man become an anes- 


thesiologist? Certainly there are 
some driving reasons which differ 
from the attractions offered by other 
clinical specialities that will cause 
him to accept happily the fact that 


he will no longer be a_ personal 
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physician, but instead a surgeon's 


physician. He will never again have 
a patient he can truly call his own, 
but rather must act as a consultant 
during the rest of his professional 
life. 

To some doctors this seems abhor- 
rent. 

To the anesthesiologist it is not, 
and there are many reasons why. 

Before discussing these reasons. 
let’s first consider in a positive man- 
ner some of the unpleasant features 
of this specialty; for these are the 
things about which most people are 
aware and are more frequently dis 


cussed. 


Unpleasant features 


At the head of the list is the subject 
of working hours. Surprised? If ». 
you are one of those who notes with 
envy the departure of the ane 
thesiologist at noon or one o'clock. 
You that from this 


point on the lucky character cat 


may conclude 


relax by his swimming pool or take 
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off for a game of golf. Regrettably, 
it just isn’t so. 

There are no regular hours in the 
practice of anesthesiology other 
than the scheduled hours of elective 
morning surgery. Other surgery, ex- 
cept for acute emergencies, is post- 
poned until after the surgeon’s office 
hours. The afternoon thus becomes 
oly a brief respite until the excite- 
ment begins again. 

This side of anesthesia is not seen 
except by those at whose beck and 
call the 
throughout the day and night. For- 


anesthesiologist remains 
tunately, group practice offers some 
relief from this situation. 

Second: Constant nervous tension 
The 
juring each minute he is administer- 
ng an anesthetic, is constantly alert 
for eventualities while at the same 


and fatigue. anesthesiologist. 


time he tries to furnish a smooth 


anesthetic. 


Constant tension 


Though no figures could ever pin it 
lown exactly, an estimated ten thou- 
sand Americans suffer cardiac arrest 
tables each year. 
Whether they live or die often de- 


m operating 


pends on the alertness of the anes- 
thetist. If he does not warn the 
surgeon in time, the patient is lost. 
Only when the case is completed 
and returned to the ward in good 
condition may the anesthesiologist 
relax his vigil. 

Third: The loss of doctor-patient 
relationship. Actually this is not as 
severe as one might think. As a 
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result of pre and post operative 
visits the patient will become aware 
of the existence of the anesthesiol- 
ogist and will be eternally grateful 
for his ministrations. When he has 
once established rapport with his 
surgeons, there is no limit to the 
number of times a full time anes- 
thesiologist can make his rounds. 
Remember, he offers no competition 
for the patient’s future patronage. 
Incidentally this “extra” attention 
often dividends in spotting 
complications early in their course. 


pays 


This relationship can be very im- 
portant to the surgeon, for there are 
few who do not recognize that an 
individual who is happy with his 
anesthetic is usually contented with 
his doctor. It was, after all, the 
surgeon who chose the anesthetist 
in the first place. The conduct of a 
safe, easy anesthetic is another indi- 
cation that the surgeon has good 
judgment in his choice of consul- 
tants. Then again, 
hectic times 


during those 
disaster does 
occur in surgery, the presence of a 
qualified specialist in anesthesia in- 
dicates that the surgeon has done 
his best to assure the safety of his 
patient in every way possible. 


when 


Man in charge 


Fourth: The 
captain of 


question of who is 
the operating 


Actually where good 


room. 
medicine is 
practiced this is purely a matter of 
semantics. When the debate is over, 
the simple fact still remains that the 
overwhelming majority of physicians 
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have entered the practice of medi- 
cine to be of use to someone else. 

The anesthesiologist is not inter- 
ested in usurping the surgeon’s 
position as the doctor in charge of 
the case. Rather, he has as his prin- 
cipal aim the protection of the 
patient as he assists the surgeon in 
accomplishing his goal. The majority 
of surgeons, particularly the younger 
men who have trained with anes- 
thesiologists, continually demon- 
strate their appreciation of having a 
fellow M.D. take the responsibility 
involved in anesthetizing their 
patients. The sight of an instrument 
throwing, emotionally unstable ty- 
rant is as revolting to these men as 
it is to the anesthetist. Happily this 
method of approach is becoming a 
matter of history. 

Fifth: Boredom and repetition. It 
is conceivable that many persons 
would find anesthesia boring. To the 
anesthesiologist, however, there is a 
constant challenge involved in taking 
a life in one’s hands, literally flatten- 
ing him with a variety of the most 
potent poisons known to man, allow- 
ing him to linger a while in the 
shadows while his body is being re- 
paired and then bringing him back 
to rational consciousness again. 

To the interested anesthesiologist, 
the repetitious insertion of the spinal 
needle, the employment of endo- 
tracheal equipment or the rhythmic 
squeezing of the little black balloon 
is no more boring than a similar 
repetition of appendices, hernias, 
normal deliveries or sniffing com- 
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mon colds. And there is always this 





comforting thought—everything the 
anesthesiologist does is necessary, 
life saving and vitally important to 


all concerned. 


Fixed ideas 


Sixth: External 
field, from the general practitioner 


pressures. Every 


whose patient demands penicillin 
for a cold, to the surgeon who is met 
with requests for unnecessary sur- 
gery, feels the influence of outside 
pressure. 

Anesthesiology is no exception. 
Yet, while it is true that some sur- 
geons do have fixed ideas concerning 
certain anesthetic procedures, these 
ideas are usually the result of an un- 
fortunate previous experience or an 
unfamiliarity with the technique. 

The answer to this must lie in 
three essential personality charac- 
teristics of the anesthesiologist — 
versatility (there are actually very 
few instances where one particular 
anesthetic agent or technique is the 
only one acceptable), confidence 


that he has something really worth- 
while to contribute, and the ability 
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one cycle regimen 





Vaginal trichomoniasis: 
lasting cure for 93.8% 


Within 72 hours, local irritation no 
longer troubled this patient. 


¢ in Schwartz’ clinical study of 48 
active cases, 93.8% were symptom- 
free in 3 days; 97.9% showed no 
motile trichomonads on smear in 7 
days; 93.8% had no recurrence 1 to 
8 months after treatment through 
1 menstrual cycle* 


* advantages: contains a specific 
trichomonacidal nitrofuran. Kills 
many secondary invaders but per- 
mits essential Déderlein’s bacillus 
to exist. Effective in blood, pus 
and vaginal debris 


¢ office treatment: insufflate Tri- 
cOoFURON Vaginal Powder twice the 
first week, once a week thereafter 


¢ home treatment: first week—pa- 
tient inserts one TricoruRON Vagi- 
nal Suppository each morning and 
one at bedtime. Thereafter: one a 
day—a second if needed—to main- 
tain trichomonacidal action 


*Schwartz, J.: Obst. Gyn. N. Y. 7:12, 1956 


RIC 


EATON LABORATORIES 
New York 


Norwich 





NITROFURANS 
a new class of antimicrobials 
neither antibiotics ner sulfonamides 
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VAGINAL SUPPOSITORIES AND POWDER 
Suppositories: 0.25% Furoxone® (brand of 
furazolidone) in a water-miscible base of 
Carbowax and 20 dendro palmitic acid 
Sealed in green foil, box of 12 


Powder: 0.1% Furoxone in an acidic powder 
base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 











to tactfully inform interested sur- 
geons of new developments. 

There are few competent surgeons 
unwilling to give the anesthesiologist 
a free hand once he has demon- 
strated both capability and good 
judgment. 

Seventh: Limited horizons. The 
boundaries of any specialty are es- 
sentially what the individual cares 
to make them. One can settle down 
into a comfortable rut and become 
lulled to sleep with the routine and 
commonplace whether he be a sur- 
geon, an internist, an obstetrician, a 
pediatrician or an anesthesiologist. 

On the other hand, one can de- 
velop an inquisitiveness and a pride 
of achievement which will effective- 
ly banish ennui and extend the hori- 
zons of one’s profession beyond the 
limitations of one short life time. 

Eighth: Personality requisites. Not 
every physician can peacefully ac- 
cept the current status of anesthesia 
in this country without some de- 
flation of ego. To be reasonably yet 
tactfully insistent about one’s con- 
victions when the controversy 
centers around the care of another 
physician’s patient 
amenable and adjustable personal- 
ity. 


requires an 


Specific benefits 


Beyond these disadvantages. how- 
ever, there are many specific divi- 
dends that can be gained from the 
practice of anesthesiology. In addi- 
tion to offering a level of financial 
and professional security compar- 
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able to other fields of medicine, it 
is one of the few clinical fields 
where one can practice true physio- 
logical medicine. The gadgets with 
which one works are sufficiently in- 
triguing so as to attract anyone with 
a mechanical bent. It is a field so 
new that it is possible to sit in the 
same room with many of its pioneers 
and yet be surrounded with promis- 
ing anesthesiologists of the present 
and future. 

It is a specialty of sufficient im- 
portance that it is seldom possible 
to pick up a current magazine, lay 
or professional, without finding some 
comment on the role anesthesiology 
is playing in making this a safer 
and more pleasant world in which 
to live. 


Satisfaction as team worker 


In addition to all of this, there is 
another facet to the rewarding side 
of anesthesiology which can best be 
described as satisfaction. This feel- 
ing is not derived from platitudes of 
patients who, though they mean 
well, cannot possibly have the faint- 
est notion as to what one may or 
may not have done to or for them 
once their sensorium has become 
fogged. 

It comes rather from the knowl- 
edge that because one is trained and 
has done his best, a patient was re- 
lieved of pain and returned to 
health with, as one fellow put it, “as 
many marbles as God originally gave 
him.” 


It is the full satisfaction of being 
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- provides the normally oil-soluble 
>nt vitamins A, D and E made completely 
water-soluble* with massive doses 
'm- of ascorbic acid and essential vitamin B 
bh] complex factors. 
° (*U.S. Patent No. 2,417,299) 
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me no toxic reactions 
By Clinically proven — Zoll, Shirley and 
ne Villani showed that M.V.I. (Multivitamin 
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a part of a surgical team, of know- 
ing that this highly specialized skill 
has made it safer and easier for the 
surgeon to accomplish his work. It 
is the knowledge that one’s help has 
been noted and appreciated, how- 








average layman. And yes, it is also 
the secret satisfaction that occurs 
when, every now and then, one hears 
a surgeon quietly comment in speak- 
ing of his anesthetist, “Not only is 
he one of the outstanding anes- 





ever tacitly, by persons far more  thesiologists in this country, but he 
able to judge its worth than the 





Psychiatric Viewpoint in Training Residents 


One difficulty encountered by the psychiatrist when a com- 
paratively brief period of the resident’s time is alloted to 
psychiatry is the attitude of the resident who fails to realize 
that instruction in psychiatry is a most valuable contribu- 
tion to his general education and to his success in the par- 
ticular specialty of his choice. Close contact between resi- 
dent and instructor should enable the latter to instill in the 
resident a need for recognition of and sympathy toward 
the patient’s emotional disturbances, and a realization that 
emotional factors must assume a place of importance both 
in the diagnosis and treatment of the patient’s condition. 
On the psychiatric service, the resident has the oppor- 
tunity of analyzing the family and past history of the pa- 
tient from the viewpoint of its possible relation to present 
conflicts that effect the current illness. He should develop, 
also, an ability to recognize the patient who should be 
referred to a qualified psychiatrist or psychoanalyst. His 
concept of the patient-physician relationship should be 
broadened, especially when distortion exists in the mind of 
the patient. According to the author, Lawrence C. Kolb, 
Professor of Psychiatry, Columbia University College of 
Physicians and Surgeons [Journal of the American Medical 
Association, 161:21 (1956) ], the period to which the resi- 
dent from other services is assigned to psychiatry should 
be from four to six weeks a year. Although the significance 
of the tranquillizing agents currently in use is far-reaching, 
pathologic behavior patterns must be recognized and treated. 


is my partner at the operating table.” 
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DIAMOX is an inhibitor of the enzyme carbonic anhy- 
drase; it is not a mercurial or xanthine derivative. It 
causes prompt, ample diuresis, but its effect lasts only 
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This month’s panel 


DR. MILLER: A graduate of a northeastern medical school, he 
served his internship in a small voluntary hospital. His first year 
of psychiatric residency was at a VA hospital with medical school 
afhliation. This was followed by two years at a state hospital. 
He entered private practice in 1953. 

DR. HALLE: A graduate of a midwestern medical school, Dr. 
Halle took his internship and two years of residency in internal 
medicine at a midwestern municipal hospital. 

DR. ROWE: A graduate of a northeastern medical school. He 
served his internship at a university hospital and is completing 
his final year of medical residency at a suburban voluntary hos- 
pital. 

DR. MORRISON: A graduate of a southwestern medical school, 
he served his internship at an army hospital and is now in his 
second year of a pediatric residency at a voluntary hospital in 
the southwest. 

DR. ABBOTT: After graduating from a midwestern medical 
school. he served an internship in a New York City municipal 
hospital followed by three years of psychiatric residency at a VA 
hospital in the east. He has been in private practice since 1954. 
DR. FELTON: A woman graduate of a European medical school. 
She came to the U.S. for her internship and one year of pediatric 
residency at a county hospital on the east coast. She is currently 


in her second year of pediatric training. 
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Resident 
Roundtable 


Two psychiatrists recently invited RESIDENT 
PHYSICIAN to hold a “‘beef’’ session. “‘Bring some 
residents and young specialists who will tear psychi- 
atrists apart — tell us what they don’t like about 
psychiatrists.’’ The result follows in this spirited, 
if not altogether coherent roundtable. 


MODERATOR: It’s been estimated that 50% of all patients a 
general practitioner sees are neurotic to a degree. 


DR. ROWE: I guess that’s true of an internist, too. In fact, one 
of our attendings was complaining the other day about the amount 
of psychiatric therapy he was doing. He’s an internist. He said 
he was practicing psychiatry rather than internal medicine. He 
said: “If I am going to practice psychiatry I’m going to get 
psychiatrist’s fees. I can’t support my office at ten dollars for a 
half hour or an hour a visit.” 


DR. MILLER: What do you think the average psychiatrist 
charges? I’m not talking about a Freudian analyst. I’m talking 
about a general psychiatrist. 


DR. MORRISON: When they finish their training, they'll work 
in a low fee clinic at seven and a half dollars an hour — and love 
it. After they go into private practice, they may ask $14 an hour, 
they'll take $10 and won’t be insulted by an offer of $8 an hour. 
In five to ten years they may actually be getting $15 an hour for 
their average patient. Am I correct? 


DR. MILLER: Yes, that’s about right. And remember, this is for 
an hour — or a fifty-minute hour. 
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DR. ROWE: After the first visit of a patient, succeeding visits 
are usually at $5 fees to the internist. 


MODERATOR: Do you question the fee of the psychiatrist? 


DR. HALLE: Well, as an internist, I don’t. I am psychiatrically 
oriented and get along perfectly with our psychiatrists at the hos- 
pital. The things that bother me are questions such as why does 
the psychiatrist neither give nor want professional courtesy? Let 
me say this though: I heard an answer to this given by four 
psychiatrists at a seminar last week. They gave a purely economic 
reason for it. They set a limit to the number of hours they are 
willing to work. 


DR. ROWE: Yes, they say they can only work fifty hours a week 
or some such. And therefore they must have a certain income for 
those fifty hours. 


DR. MORRISON: Well, what with hospital rounds, clinics, con- 
ferences, time wasted getting to and from a house call, these things 
limit my productive hours, too. I get perhaps 25 productive hours 
a week. 


DR. ROWE: And you don’t say: “Well, I can only work these 
hours and therefore I'll have to charge other physicians and their 
families... .” 


DR. ABBOTT: Well, let’s remember that the psychiatrists are 
aware that the rest of the profession isn’t convinced of the logic 
involved. But there’s not much to be done about it. Let’s also 
admit that a complicated and prolonged therapy on any free 
patient can mean a really substantial loss of income for the 
psychiatrist. 


DR. MILLER: The most persistent attack on psychiatrists’ meth- 
ods and means of operation comes from within the medical pro- 


fession. 


MODERATOR: Why do you think this is so? 


DR. MILLER: Because of what you are hearing right now. Gripes 
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about fees and time involved as compared to other specialties. 
And what hurts most is that these ideas are usually based on a 
gross misconception of the psychiatrist’s practice. 


DR. HALLE: I would like to know the reason why these attacks 
on psychiatry come from within the medical profession. What 
causes this? 


DR. ABBOTT: Because of the frequent and apparent lack of 
concrete results, measurable results, in psychiatry. You get an 
infectious disease with a 102 degree temperature. Perhaps you 
will knock the temperature down. Then, an injection of penicillin 
may bring definite and obvious results, almost immediately in 
many cases. 

In psychiatry the results are seldom that obvious. Medicine is 
based on fairly well-established principles. It’s scientific and 
measurable. Certain proven results can be expected. Stimulus 
and response. 

But in psychiatry, your results are more often nebulous, intan- 
gible. A patient may beat his wife less often. A man stops mas- 
turbating. These are results. 

But you never hear about these results because quite often the 
very real accomplishments of an everyday psychiatric practice are 
often kept within the patient and the psychiatrist. Other physi- 
cians are inclined to feel nothing important has been accomplished 

and that psychiatrists seldom get any results for all their efforts. 


MODERATOR: Are there other reasons for the attitudes of M.D.’s 
concerning psychiatry? 


DR. ABBOTT: I think that psychiatry has a threatening aspect 
It threatens because it digs into the subconscious. 


DR. HALLE: I have heard that expressed before and wonder if 
you might not be exaggerating it a bit. I wonder if it’s a common 
situation. 


DR. ROWE: Let me ask a question from my point of view, and 
the point of view I have heard expressed. First, you know I agree 
with Dr. Abbott. I went to a medical school where they stress 
psychiatry heavily. I feel that as an internist I am psychiatrically 
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oriented. I use the psychiatric consultant a great deal. I have 
run into many problems where I really need him. For instance, 
I have made diagnosis of a schizophrenic. The psychiatrist comes 
over and confirms it. This is fine. But then the psychiatrist dis- 
appears into a never-never land. He is lost to me. 

I really need a psychiatrist to help me out with a problem in 
duodenal ulcers, ulcerative colitis, etc. But he will not help in 
these problems. This is the basis of my complaint. Now, I don’t 

think I am complaining about psychiatry as a specialty on this 
basis. What I am saying is that I am calling this man as a con- 

sultant to help me with my problems; so far I have not seen 

results. 

1 

. DR. MILLER: Now you are talking about organic diseases. How 
long do you think it takes to help a man such as this? 

1 DR. ROWE: A great deal of time. But could the psychiatrist 

. consultant offer a suggestion or course of therapy? He says in 
effect: “Well, this is a patient who has a fixed organic disease 

’ and I can’t help it.” 
DR. ABBOTT: Now, I don’t believe you are being fair. 

. 

va DR. ROWE: Possibly not. But I am perfectly willing to turn the 

i- patient over to him. He doesn’t want him. This is the same with 

d all the psychiatrists I have come in contact with. Not one of them 

S will undertake it. 

"8 MODERATOR: What do you think the reason is? 

, DR. MILLER: Let’s put it in perspective, be fair and get the 

, other side. I would assume that this is a fixed organic process, 
one which will need a great deal of time in therapy and so on. 

“f Since the results are expected to be very poor, the psychiatrist 
is unwilling to undertake this long course of expensive therapy 

s. and so on, with only a very nebulous result to be gained. 

id DR. ROWE: I think this is the basic point of contention. As a 

in physician, why shouldn’t the psychiatrist do what he can, though 

aah the results are nebulous? I am often called upon to treat a dis- 

lly eased patient in the terminal state. I don’t give up because the 
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results are nebulous. We should do what we can to ease suffering. 
Don’t you agree? 


DR. MORRISON: That’s true. I have a leukemia patient and I 
certainly have no idea that he will get well. It is only a matter 
of time. But it never occurred to me that I should be unwilling 
to undertake to do what I can on his behalf. 


DR. HALLE: If you feel that the problem is organic, I should 
imagine the psychiatrist would be perfectly willing to aid the 
physician in offering his help in a combined therapy. The ulcer 
condition could be treated symptomatically. The psychiatrist could 
concentrate on the etiological factors. Is that too much to expect? 


MODERATOR: I think part of the difficulty here is lack of under- 
standing of the psychiatrist’s functions. Many specialists are not 
familiar with the practice of psychiatry. That possibly gives rise 
to suspicion, even antagonism. Yes, Dr. Morrison? 


DR. MORRISON: I don’t think many physicians know any psy- 
chiatrists. In other words, once we finished our internships, that’s 
the last time we saw them. During the residency the psychiatric 
division is usually housed in a separate building. We don’t mix 
with them. I have eaten and shared activities with surgical, 
pediatrics, and ob-gyn residents, but not psychiatrists. I never 
see them at CPC’s. I work in the clinics, too, but I never see 
psychiatrists in our free clinics—unless it is a medical school. 
You just don’t know them. You don’t see them. 


MODERATOR: Not in the clinics? 
DR. MORRISON: Not in free clinics. At many hospitals there 
are child guidance clinics. The pediatrician works for nothing. 


Everybody works for nothing. But the psychiatrist has to get paid. 


MODERATOR: Is your main criticism a financial one? 


DR. MORRISON: Not entirely. As far as I am concerned a doc- 
tor is a man I see in a hospital, in clinics, conferences. I just 
don’t see psychiatrists. 
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DR. MILLER: . . . What of the psychiatrists who spend hours 


lecturing? 


DR. HALLE: Yes. In medical school. But what of the hundreds 
of smaller hospitals where there is not a tremendous amount of 
prestige, but where there is a large population that has to be 


served? 


DR. ABBOTT: Well, I think here we are down to a question of 
supply. How many psychiatrists do you have in the entire country? 
That is, board men? 


DR. MILLER: There are about 500 analysts in the entire country. 


DR. FELTON: I think we are attacking this problem the wrong 
way. I think what we started to say in the beginning was that we 
are not familiar with psychiatrists, but through our medical 
schools we are shown a patient for a few minutes in conference 
once a week and we are told this is a schizophrenic, and we are 
told what they do. We don’t get to know the treatment that is 
required and we don’t get to know much about psychiatry. 


MODERATOR: Both Dr. Rowe and Dr. Halle said they were 
psychiatrically oriented. This would imply that they know the 
role that psychiatry plays. 


DR. ROWE: Yes, I think that is true. I am aware of the tre- 
mendous role that psychiatry can play in treatment. This then, is 
my basic objection: Let’s say I have a medical case. I call in my 
chief and I say I am snowed. I don’t know where to go from 
here. He sits down and talks to me and says: I can’t be certain 
but let’s try this and this and we'll follow this patient. When we 
have a dermatology consultant available, he will come in and offer 
what he thinks is the diagnosis. He sees the patient twice a week 
without our ever asking him. He comes back to see what the 
progress is, talks to me, suggests this and that. But what does the 
psychiatrist do. He simply comes in and says this is either a 
psychotic individual or a psychoneurotic. And then he disappears 
into the never-never land without so much as a recommendation 
for treatment. 


MODERATOR: What do you want of him then? 
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DR. ROWE: I want him to tell me if this patient could benefit 
by psychotherapy, where he can get psychotherapy. Here is a poor 
man. He makes $50 a week. Perhaps he needs psychotherapy. 
O.K. But where is he going to get it? 


DR. MORRISON: Now you are back to the basic problem, which 
Dr. Abbott mentioned. There aren’t enough psychiatrists to give it. 


DR. FELTON: You are crying for something that is known to be 
needed—more psychiatrists. 


DR. ROWE: There are plenty of psychiatrists in our hospital. 


MODERATOR: From your point of view, Dr. Miller, what can a 
psychiatrist do in an outpatient clinic? 


DR. MILLER: I think it would be better to ask: what can a 
psychiatrist do in a clinic that a GP cannot do? I believe the 
honest answer is: very little. 


DR. ABBOTT: A long drawn out therapy is a different story. But 


what can a psychiatrist do in a half hour for a human being? 


DR. MILLER: If you give them just 30 minutes, they can often 
be worse off than before. 


DR. MORRISON: Well, why does it have to be 30 minutes or 


forever; isn’t there anything in between? 


DR. MILLER: Yes, certainly. But there is this vast area which 
we feel can be handled by oriented specialists and GP’s. 


DR. ABBOTT: I cover people now, Dr. Halle, as fast as they 
come. Do you know how many hours I could have a week now 
from GP’s who want to get rid of neurotics and alcoholics? 


DR. HALLE: In a sense this also relates to this business about 
professional courtesy. It is very easy for surgeons or medical 
specialists to fit a patient into his schedule for 15 minutes. The 
psychiatrist can’t say, well come down at the end of my office 
hours and I'll fit you in for 15 minutes. I believe he has to give 
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a certain hour of the day. He has to fit this in weekly, over a 
period of time. It’s a long thing. He can’t just fit anybody in for 
only one week without a follow up. There is no such thing. Thus. 
it is also true that the relationship a psychiatrist can gain with a 
patient in a clinic is limited. So much so as to make the time spent 
almost a waste. The problem is a formidable one. The number 
of people trained to deal with it is severely limited. 


MODERATOR: Do you think psychiatry has the methods to 
handle it, if not the personnel? 


DR. HALLE: No. I think they are just beginning to develop 
methods. They are testing. Not as a criticism of psychiatry, but 
so far their methods are not sufficient for what we want... and 
for that matter, psychiatrists know the limitations and are as 
impatient as we are for improvement. 


DR. MORRISON: A five year course of treatment at $5,000 is no 
cure. 


DR. ROWE: It’s fine if you have the five thousand and the five 
years. Eventually, the psychiatrist will have a good method where 
he can use an instrument, and say: “Yes, I know what the trouble 
is and here is what we'll do.” The point is you have to try. Do 
your best. For instance, in medicine you can get a group of col- 
lagen diseases. You cannot cure them. Yet, you don’t throw up 
your hands and say well since I can’t cure them, I’m not going to 
do anything. I won’t be bothered. You carry them along as best 
you can. 


DR. ABBOTT: You can do something for these patients. 
DR. MORRISON: In so far as what? 
DR. ABBOTT: Relieving their pain, as simple as that. . 


DR. MORRISON: What if he doesn’t have any pain? A lupus 


patient rarely has any pain and you can’t really see the regression 


of lesions. You just treat the patient and continue along, hoping 
that what you are doing is helping the patient to be better able to 
live with his disease. 
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DR. MILLER: But you have more control, better controlled meth- 
ods. I had a patient under treatment for four months, a paranoid 
schizophrenic and I thought I was doing something with this boy. 
His eyes weren’t shifting anymore. He was talking, he was fine. 
He goes out one week-end, sticks up a drug store and kills a guy. 
You see how uncontrolled and how nebulous my results can be. 


DR. ROWE: But is this justification for you to throw up your 
hands and say well I can’t treat this patient? 


DR. MILLER: Not at all. 
DR. ROWE: This is what I am saying. 


DR. HALLE: Given an incurable mental disorder of a non- 


organic basis, do psychiatrists know supportive measures? 


DR. MORRISON: There are supportive measures. But a sup- 
portive measure, I think, is given when that person is taken out 
of his environment and put in a mental hospital. 

What about the severely neurotic patient who has come to the 
point where his problems are such that he cannot exist in his 
community at this level? He goes to an analyst and many times 
the analyst or psychotherapist can bring him to the level where, 
though they haven’t wiped out his neurosis, he can live with his 
sickness in his community and support his family and where he 
can continue; perhaps not happily, but he continues. This is 
exactly what we are doing with any patient with lupus or meta- 
static carcinoma. For instance, you take a patient with carcinoma 
of the prostate that has metastasized to the bones. You whip out 
his adrenals, emasculate him; you give him female sex hormones. 
All this time you are not curing his disease. You are aiding him 
to live with his disease for a period of five to seven years, maybe 
ten years, and you continue along the line. 


DR. HALLE: Yes, but, you are either removing something, or 


you are giving something. .. . 


DR. MORRISON: No, we are not removing the cancer once it 
has metastasized, but we are giving him five, seven. ten years of 
living within his community. 
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DR. ABBO'L1: The psychiatrist can’t promise this. 


DR. HALLE: The internist can’t either. This patient may die in 
six months. This doesn’t mean that we should stop trying. 


DR. ABBOTT: True, but psychiatry is not designed to change 
the environment, but to change the individual within the structure 
of the environment. This is what the analysts are doing. This is 
what psychoanalysis exists to do. 


DR. MILLER: The physician often finds it necessary to remove 
a medical patient from his environment and put him in a hospital 
for at least a certain time. 


DR. ROWE: The main tools of psychiatry are understanding, 
verbal communications and chloral derivatives or the tranquillizers. 


DR. ABBOTT: Right. 


DR. MORRISON: Frequently a physician is confronted with a 
disease he knows he has no cure for. His methods are primitive 
as far as making the patient more comfortable. Yet, the only 
field I know where the doctor throws up his hands is psychiatry. 
The physician will not throw up his hands. He’ll try anything, 
even if it doesn’t work, he will try something. They practice 
psychotherapy merely by changing to different medications, show- 
ing an interest in the patient, in short, attempting to give some 
hope and relieve physical pain and anxiety. 


MODERATOR: Generalizations are often misleading. Certainly 
you don’t feel all psychiatrists are unwilling to help, do you? 


DR. HALLE: No, of course not. 


DR. ROWE: I had a patient suffering with severe migrane head- 
aches. The psychiatrist said: let this patient have his headache, 
because if I try to delve into this, we may really unearth a prob- 
lem. When he said this I was satisfied. This is a logical answer 
to me and I stop right there. But this is only one instance that 
I can cite. 


DR. MILLER: Given the care of two patients, one of them with 
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a metastatic carcinoma, the other with a psychiatric ailment. You 
can give supportive therapy in the following manner: in five 
seconds you give the carcinoma patient relief. Two hours later 
the nurse gives him relief, again in five seconds. But with the 
patient having a psychiatric ailment, there is no five second 


n 
treatment. But the psychiatrist can easily spend the rest of his 
life with so-called supportive therapy on a single case—a patient 
= whom he knows, at the present time and by available methods, 
= will not fully respond. 
is 


DR. HALLE: Has the psychiatrist no treatment for an ulcerative 
colitis? If not. why should we bring the patient back week after 


e week ? 


il 

DR. MILLER: The psychiatrist can do something. 
z, 
: DR. HALLE: I understood you to say that the psychiatrist felt 
. that he could not do anything for the outpatient. 

DR. ROWE: No, in my first example I simply said the psychia- 
a trists did not offer their help. Every time we have an ulcer patient, 
e a patient under 25, we call in a psychiatrist. This is a blanket 
y rule. Also when we have others, people obviously disturbed, if 
2 on a very superficial inspection we can see that they are dis- 
a turbed, we ask a psychiatrist’s advice. We have a tremendous 
e number of functional gastro-intestinal diseases, spastic colitis, 
y- things like that. 
e We usually have the psychiatrist see the patient, as a con- 


sultant and to recommend what they can do or see if there is 
something we can do. I cannot recall a single instance where 
y help was offered in the management of the patient—this is two 
years in a very active hospital—except to make the diagnosis. 


DR. MILLER: We have a long way to go. The tools which we 


. have to work with are limited. 

: DR. MORRISON: Yes, you know the tools you have are limited. 
. But 60 years ago all physicians knew that their tools were limited. 
t They still tried; and this is the reason we have the tools we have 


now in medicine. 
" DR. ABBOTT: Yes, but this is research you are speaking of. 
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Research in psychiatry is slow. There is some research but most 
of the research is in the form of drugs and new techniques. 
Most of the former is done by pharmacologists working with state 
mental hospitals. That is, organically-minded psychiatry. 


MODERATOR: But as you say it is not one, two, three, four, 
five research. . . . 


DR. MORRISON: Yet, what can I do in allergy clinics with 
children whose illness is the result of stress, emotional response 
to disturbed parents? I try to give them emotional help. I can’t 
I don’t know enough. Where the hell do I send them? I can’: 
wait for research. 


DR. HALLE: That’s a real problem, a growing one, too. 


DR. MORRISON: I can call up clinics today, tomorrow . . . two 
years from tomorrow. I might be lucky and get the child some 
attention. 


DR. ABBOTT: You feel the psychiatrist can do more than you 
can? 


DR. MORRISON: He can help along with me. It may be the 
mother and father who need the help. But how do you think | 
handle these kids? I treat the mother. But still I have four 
psychiatrist friends that sit around with spare time. They have 
eight or nine open hours. They should have some clinic. There 
are five hospitals in my area. They have allergy clinics, chronic 
clinics, post-partum clinics and so on. 

I am not asking for a 48 visit session of psychotherapy. This 
is only a matter of seeing the parents maybe once or twice a week 
for about two months to possibly straighten them out. Social 
workers are trying to help do that job now. 


MODERATOR: We'll have to end it here for now. 


Conclusion and Comment 


The two psychiatrists concluded from the foregoing harsh and 
exaggerated portrait of their specialty painted by the panel that: 
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1. Residents expect more from psychiatrists than the psychia- 
trists themselves are able to accomplish. 2. All residents should 
have more training in psychiatry and psychotherapeutic technique, 
and 3. Psychiatrists should attempt to devote free time to other 
specialists by providing active cooperation in the management 
of clinic patients having organic illnesses with psychogenic indi- 
cations. 

' There seems to be little doubt that considerable misunder- 
standing exists between psychiatry and the other medical and 
surgical specialties. On retiring as President of the American 
Board of Psychiatry and Neurology two years ago, Dr. Richard 
| Appel, professor of psychiatry and chairman of the department 
of the University of Pennsylvania School of Medicine, passed on 
some personal reflections concerning trends in the present candi- 
dates for examination in the specialty. As quoted in the Journal 
of Medical Education (June, 1956, Vol. 31, No. 6), Dr. Appel 
said: “It may be difficult to obtain a diagnosis from present-day 
candidates. The diagnosis may be frequently mistaken because 
of the lack of experience of many current trainees with psychotic 
or chronic conditions and the natural history of different diseases. 
As to the diagnosis, there is less accuracy and more modesty. One 
observes more emphasis on dynamics and increased facility in 
speculation. Much psychiatric thinking is removed from the readily 
observable and confirmable to the theoretical, formularized and 
‘ disputable. Psychiatry in many areas has almost become psycho- 
. dynamics and intensive psychotherapy. Patient examinations, case 
‘ conferences and formulations have tended to become a stream 
of consciousness reports, a la Gertrude Stein or James Joyce. 
Such accounts are followed by speculations often defensively 
evangelical, formulated by different schools in various intellectual 
frames of reference. This becomes difficult for students. Differ- 
| ences diverge into speculations or dogmatic theorizations, with 
hypotheses asserted as facts. Much terminology is hypostatized 
and taken for explanation. There is thus a broad spectrum: from 
observation and through hypothesis, theory, and speculation to 
fantasy.” 
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Pediatric 


Board Requirements i] 


7 te American Board of Pediatrics 
was established in 1933 by joint ac- 
tion of the American Pediatric So- 
ciety, the American Academy of Pe- 
diatrics and the Section on Pediat- 
rics of the American Medical Asso- 
ciation, after consideration of the 
report of a Committee on Pediatrics 
as a special field of medical practice. 
The Board was incorporated in the 
State of Delaware in the same year. 


Purposes 


A non-profit organization, the Board 
was set up to: 

1. Encourage the study, improve 
the practice and elevate the stand- 
ards of pediatrics; grant and issue 
to physicians, duly licensed by law, 
certificates and other equivalent rec- 
ognition of special knowledge in pe- 
diatrics. 

2. Establish standards by which 
the competency of physicians en- 
gaged in the practice of pediatrics 
as a specialty can be estimated. 

3. Arrange, control and conduct 
examinations; test the quality of 
those desiring certification as _pe- 
diatricians. 
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Specialty Boards 


4. Grant certificates to those ap- 
plicants who meet the standards. 


Basic requirements 


All candidates for examination for 
certification must meet the following 
requirements: 

1. Graduation from an approved 
medical school. 





2. One year of rotating, pediatric Aug 
or other internship in an approved Mer 
hospital. 

ark te 
duc: 
Knowing exactly what’s required le ret 
often prevents confusion and costly a 
misunderstandings. Here are essen- n. | 
tial facts for quick review. When In 
your particular specialty appears, bj 
mbin 


mark the cover and binding of the 
issue for ready reference. nore 

The information contained in 
this article was obtained through 
direct correspondence with the spe- 
cialty board. Current news such as 
changes in requirements, special 
announcements, and notices of date 
and place of examination will be 
published in Resident Physician 
as received from the various boards. 
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NERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. 


In name 
as well as 


in fact 


August 1, 1956, Sharp & Dohme, the pharmaceutical and biological division 
Merck & Co., Inc., adopts the name ‘‘Merck Sharp & Dohme” and a new trade- 
ark to reflect the teamwork which has already produced significant new medical 
ducts. e Developing modern medical products and making them widely avail- 
e requires teamwork of the highest order in research, production, and distribu- 
n. The desire to achieve this unity of effort prompted the merger of Merck & 
.. Ine., and Sharp & Dohme, Inc., three years ago. «Merck Sharp & Dohme 
mbining in name as well as in fact the traditions and experience of two time- 
nored leaders in the medicinal field—offers bright promise for further advances 


helping physicians conquer disease 


MERCK SHARP & DOHME 
Pharmaceuticals + Biologicals 


Division of Merck & Co., Inc. 
Philadelphia 1, Pa. 
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Special requirements 


Two years of specialized residency- 
type training in an approved pedi- 
atric center. 

At least one of the two years of 
required residency training must be 
a full-time, 
patient residency 


medical pediatric in- 
or internship in 
an approved institution. 

The second year of required resi- 
dency training may be met in the 
ways listed below—although the 
Board recommends that candidates 
complete the two years as regular 
residents. 

]. All applicants admitted to ap- 
proved graduate or postgraduate 
courses in pediatrics on or after July 
1, 1950 shall receive residency train- 
ing credit for that number of months 
actually spent in full time attend- 
ance at such courses, in excess of 
three months and up to a maximum 
of twelve months. No credit shall be 
granted for part time graduate or 
postgraduate courses. Courses of 
less than three months are credited 
only under special circumstances. 

= - of three months 
credit each is allowed for full time 


maximum 


residency type training in allied pe- 
diatric subjects, such as_ pediatric 
allergy, pediatric psychiatry, pedi- 
atric pathology, pediatric radiology, 
new-born service. 

a 


credit is allowed for residency train- 


maximum of six months 
ing in an approved contagious dis- 
ease hospital. 

4. A subsequent term of two years 
of specialized study or practice or a 
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Credit for 
one year toward this requirement is 


combination of the two. 


allowed for medical military service 
regardless of the assignment. Credit 
in excess of one year may be granted 
if the medical officer is engaged in 
full time pediatrics, or may be pro 
rated if a considerable proportion of 
It must 
the maxi- 
mum credit that any candidate may 


time is spent in pediatrics. 
be noted, however. that 


receive toward the practice require- 
ment for work done prior to the com- 
pletion of residency training is one 
year. 


Research residencies 


Attention is invited to the fact that 
the 
must be the care of patients under 


primary duty of the resident 
supervision, if full credit in satis. 
faction of the residency training re- 
quirement is expected. Research 
residencies which involve little or no 
clinical training are creditable for 
only three months. Research resi- 


dencies which include significant 
clinical training may be pro-rated to 
a total of six months for a year of 
service. Teaching fellowships may 
not be offered in lieu of residency 
appointments. 

Both research residencies 


teaching fellowships are, of course, 


and 


entirely acceptable in satisfaction of 
the practice or further study require- 
ment. Portions of a research resi- 
dency not applicable for residency 
training credit may be carried over 
for practice credit. 

Preceptorships are not accepted 
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w credit toward the residency re- 
uirement but are accepted toward 
he practice requirement. 

The Board defines service in a pe- 
jiatric center as full time devoted to 
ounded experience in an approved 
ospital which includes responsibil- 
1y for care of patients on ward and 
ut-patient services, experience with 
ewborn, including prematures, and 
oth therapeutic and preventive pe- 
jiatrics. 

It is expected that the service will 
nclude adequate graduate training 
n the basic medical sciences, as well 
is in the clinical, laboratory and 


uublic health aspects of the spe- 


ialty. 


Canadian graduates 


raduates of approved medical 


chools in Canada and those who 
ave received their internship and 
esidency training in pediatrics in 


Royal 


‘ollege of Physicians and Surgeons 


hospitals approved by the 
n Canada, will be eligible for ex- 
mination for certification under the 
ame regulations as those trained in 
he United States. 


Foreign schools 


Effective January 1, 1954, citizens of 
the United States who are graduates 
if medical schools other than those 
n the United States and Canada, 
will be processed for eligibility for 
‘xamination for certification, if they 
can meet all the following require- 
ments: 

1. They are graduates of a medi- 
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cal school recommended by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association. 

2. They hold a license to practice 
in the United States. 

3. They can meet the internship 
and residency training requirements 
of the Board as detailed above with 
the following provisions: 

e@ Internship and residency train- 
ing must be served in hospitals ap- 
proved by the Board in the United 
States. 

@e A maximum of the internship 
and one year of residency training 
may be allowed for such experience 
obtained in a small list of foreign 
hospitals recognized by the Board. 
The other year of residency train- 
ing must be served in straight in- 
patient medical pediatric residency 
appointment in an approved hospital 
in the United States. 


Foreign citizens 

Properly qualified candidates who 
are permanent residents and citizens 
of other countries and are legally 
qualified to practice medicine there, 
and who have received their training 
in pediatrics in the United States of 
America and Canada, may apply for 
certification by the American Board 
of Pediatrics. 

A special certificate is issued to 
foreign candidates (not citizens of 
the United States or Canada), who 
have received their training in pedi- 
atrics in the United States of Amer- 
ica or Canada and who are returning 
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to their own country at the end of 
their training period. These phy- 
sicians must pass the regular exami- 
nation of this Board but need not 
complete the requirement of two full 
years in the practice of pediatrics. 
This special certificate shall be ap- 
propriately identified to distinguish 
it from the regular certificate of this 
Board. 

Upon completion of the training 
requirements, all candidates must 
pass both written and oral examina- 
tion prior to certification. 


Applications and fees 


Application must be made on a spe- 
cial form supplied by the Executive 
Secretary after a preliminary survey 
Applica- 
tions may be submitted one year in 


of the applicant’s training. 


advance of eligibility date; they will 
not be accepted earlier. The num- 


ber of candidates admitted to a 
given written examination will be de- 
termined by the number who can be 
examined orally during that year, 
plus a reasonable number of alter- 
nates. 

The application fee is $100. The 
full fee must be remitted with the 
application. Refund will be made 
only if the applicant is refused ex- 
amination for reason other than fail- 
ure in the same. 

No additional fee is required for 
second and third written examina- 
tions. The fee for second and third 
oral examination is $50 each. 

Members of the Board receive no 
financial recompense of any kind 
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beyond their travel expenses to ex- 
aminations and Board meetings. 


Letters of recommendation 


Letters from two competent pedia- 
tricians recommending the applicant 
must be sent to the Executive Secre- 
tary of the Board. These 
should not accompany the applica- 


letters 


tion, but should be sent directly to 
No mem- 
ber of the Board, or Official Exam. 
iner, may recommend any applicant. 


the Executive Secretary. 


A list of papers or books pub- 
lished should be with the 
application. 


sent in 


Written examination 
Written examinations are of the ob- 
jective type. They are given once 
each year, usually in January, simul- 
taneously at a number of locations 
throughout the country. 
Effective January 1. 1953 candi- 
dates must pass the written examina- 
tion the 
examination will be authorized. In 


before admission to oral 
case of failure, the written exami- 
nation may be taken at yearly inter- 
vals, a total of three times. 


Oral examination 


Oral examinations are held four to 
six times each year at centers offer- 
ing suitable facilities, in locations de- 
termined by proximity to the largest 
One 


scheduled 


number of eligible candidates. 
examination session is 
nearer to candidates of less popu- 
lous areas. As far as possible, can- 


didates are given a choice of loca- 
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different — because ETHICON Surgical Gut is COLLAGEN- 
PURE. ETHICON is the only manufacturer who processes sutures 
tom sheep intestine to finished strand. Only ETHICON has exclu- 
ive CP process to assure higher tensile strength and minimal 
issue reaction. 
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tion, taking into account date appli- 
cation is filed, date of eligibility and 
proximity to the examination site. 


Failure in examinations 


As indicated above, a written exami- 
nation must be passed before a can- 
didate is eligible for oral examina- 
tion. Re-examination may be taken 
After a 
third failure, the situation will be 


one and two years later. 


reviewed by the Board and a de- 
cision concerning subsequent pro- 
cedure will be made. 

Applicants who fail an oral exami- 
nation become eligible for a second 
examination after a year has elapsed. 
After a 
amination will be permitted follow- 
ing an interval of one year. 

Before 


fourth examination a candidate must 


second failure another ex- 


becoming eligible for a 


serve one year in a full time medical 
in-patient residency in an approved 
institution. He must then re-apply 
as a new candidate and pay a new 
fee. 


Postponement 
After acceptance of his application a 
candidate is expected to take the 
next written examination offered. If 
desired, he may postpone this ex- 
amination for one more year. Any 
further postponement must be for 
due cause acceptable to the Board. 
After having passed the written 
examination, a candidate must ap- 
within 
excused by the 


pear for oral examination 
two years, 


Board. 


unless 
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After failure in either written or 
oral exams, a candidate must appear 
for re-examination within two years 
unless excused for due cause by the 
Board. 

Failure to appear for examination 
within this period, unless excused, 
will result in loss of eligibility to 
appear for examination. In this case 
$25 of the fee will be retained as a 


processing charge and the balance 
will be returned to the candidate. 


In order to be reinstated, a candi- 
date must then submit a new appli- 
cation and a new fee. 


Practical aspect 


Since the purpose of these examina- 
tions is to determine the applicant’s 
competency to practice pediatrics of 
high quality, emphasis is placed on 
practical aspects. But since good 
practice is founded on sound scien- 
tific data, the candidate must be pre- 
pared to demonstrate that he has a 
working knowledge of these basic 
data. 

Clinical and abstract aspects of 
growth and development are funda- 
mental parts of pediatric training; 
about one-fourth of the oral exami- 
nation is devoted to this phase of the 
subject. Questions concerning diag- 
nosis and treatment of disease fill 
another quarter, and the remainder 
of the examination is devoted to 
study and discussion of cases. 

Candidates admitted to the oral 
examination will not be informed of 
their grade on the written portion. 
Their relative standing in the written 
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will, however, be utilized in the final 
decision with regard to passing. 
Candidates who fail after taking 
the oral exam will not be required 
to retake the written but may be 
advised to do so in order that they 
may have an opportunity to improve 


a low score, 


Certificates 


Quoting from the Booklet of Infor- 


mation issued by the American 
Board of Pediatrics, Inc.: 
“Certificates granted are in no 
sense degrees, nor do they purport to 
confer on any person any legal quali- 
fication, privilege or license to prac- 
Neither 


Board intend in any way to limit the 


tice pediatrics. does the 
activities of any licensed physicians. 
It is merely attempting to standard- 
ize qualifications and to issue cer- 
tificates to those who voluntarily 
with the 
Hence the fact 
holds a 


comply requirements. 


that a physician 
certificate of the Board 
places no obstacle in the path of 
participation in community or hos- 
pital emergency coverage plans, nor 
does it place any restriction on hold- 
ing the certificate of another Board.” 


Value 


The Board anticipates that the cer- 
tificate “will become of value in that 
both the medical and lay public will 
more and more utilize the certificate 
of this Board as an aid in judging 
hetween those who are well trained 
as pediatricians and those who are 
not. 
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A certificate is now required as 
one of the qualifications for mem- 
bership by the American Academy 
of Pediatrics. The certificate of 
the American Board of Pediatrics is 
recognized by the Council on Medi- 
cal Education and Hospitals of the 
Medical 
Holders of certificates are so desig- 
nated in the Directory of the Medi- 
cal Association. 


American Association. 


A joint Directory of Medical Spe- 
cialists certified by the major Boards 
is published for The Advisory Board 
for Medical Specialties by the A. N. 
Marquis Company, 210 East Ohio 
Street, Chicago 11, Illinois. 

Lists of those holding certificates 
from this Board are published in 
this Directory of Medical Specialists. 


Approved residencies 
The official list of hospitals approved 
for training in pediatrics by the 
Council on Medical Education and 
Hospitals of the American Medical 
Association and by the American 
Board of Pediatrics is published an- 
nually in the Internship and Resi- 
dency Number of the Journal of the 
American Medical Association. 
Applicants should resi- 
dency appointments only in hospitals 
appearing on the above list if they 
desire Board credit for their service. 
They should also note that the num- 
ber of years of training for which 
the hospital is approved is desig- 
nated in the column headed “Length 
of Approved Program.” 
Appointments need not be con- 


accept 
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tinuous or in a single institution. 

Information with regard to changes 
in the official list, made subsequent 
to publication date, may be obtained 
by writing to the Board. 


Further information 


To avoid misunderstandings, the 
Board urges any candidate whose 
training is not clearly covered by the 





regulations outlined in this article, to 
communicate with the Office of the 
Executive Secretary. Whenever pos. 
sible this should be done before en- 
tering upon the appointment in ques- 
tion. 

Information may be obtained by 
writing to: Dr. John McK. Mitchell, 
Executive 


Secretary, 6 Cushman 


Road, Rosemont, Pennsylvania. 
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for preoperative preparation of the bowel... 





a wider range of activity against enteric pathogens 


Neomycin-Mycostatin 


(Squibb Neomycin-Nystatin) 


tablets 
effective against effective against 
many intestinal yeasts and fungi 
bacteria (particularly Candida albicans) 


Neomycin-Mycostatin Tablets not only provide protection against the 
bacteria responsible for many intestinal disorders, but also control the 
overgrowth of fungi, particularly Candida albicans (monilia), which 
sometimes results from the administration of neomycin alone. 


Neomycin-Mycostatin Tablets, each containing 0.5 Gm. neomycin sulfate (equivalent to 0.35 Gm. 
neomycin base) and 125,000 units Mycostatin (Squibb Nystatin), are supplied in bottles of 20 and 100, 


SQuIBB 





‘wrcosTatin’® is A SQUIBB TRADEMARK 
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Investing 


For 
The Resident 


T he oldest form of business is 
what the economists call an “in- 
dividual proprietorship.” It is sim- 
ply a man in business for himself. 
He puts up the money, assumes the 
risk and receives the profit, if any. 

Partnerships, a second type of 
simply 
men in business for themselves. Two 
or more people agree to merge their 
capital and effort, then divide the 
profit or jointly stand the loss. 

But when business began to ex- 
pand under the influence of the great 
explorations (beginning with Marco 
Polo and reaching a peak, at least 
for us, with the establishment of the 
American colonies) a new type of 
business organization was called for. 
Individual businessmen, even part- 
nerships, could not raise the large 
amounts of capital needed. 


business organization, are 


Joint 


Prepared especially for RESWENT PHYSICIAN from material provided 
by Merrill Lynch, Pierce, Fenner & Beane, underwriters and 


distributors of investment securities, brokers in securities and 
commodities. 








Second of a Series 


stock 
meet this need for heavy concentra- 
tions of capital. 

Several centuries ago, people who 


companies were formed to 


invested money for profit were called 


Correction 

The table below was published in 
last month’s investing article with 
the column headings in incorrect 


The table should have read: 


A summary of the three major 


order. 
ua 
groups of securities, evaluated in 
terms of our three major objectives, 
should be of some help in making 
your selection.” 


Growth Income Safety 
Common Best Variable Least 
Stock 
Preferred Variable Steady Good 
Stock 
Bonds Generally Very Best 
None Steady 
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It is still a fitting 
description of those persons with the 
courage and audacity to risk their 
money in a business or an enterprise. 


“adventurers.” 


For every prospective investor should 
realize that there is some degree of 
risk in investing in business enter- 
prises, just as there would be if he 
went into business for himself. 

Yet, it was a small group of “ad- 
venturers” who financed Sir Francis 
Drake’s expedition to America—who 
backed the Mayflower’s voyage to 
Massachusetts—who bought stock in 
Wells Fargo and started the Pony 
Express—who opened up the Canad- 
ian Northwest through the Hudson’s 
Bay Company. 

The East India Company, char- 
tered in 1600, was the first big suc- 
cessful joint stock company estab- 
lished in England. The Dutch West 
India Company helped to develop 
our Hudson Valley, and the London 
Company financed the establishment 
of Jamestown, Virginia. These early 
stock companies had several char- 
acteristics that modern corporations 
still enjoy. In the first place, unlike 





al -~- 
Stock Holder . . . Owner 


an individual or partnership, they 
theoretically lived forever—their cor- 
porate personality was perpetual. 


Stockholders—owners 

Where in a partnership each part- 
ner is liable for all debts of the 
partnership, in modern corporations 
the liability of each stockholder is 
limited to the amount of money he 
has invested (with a very few excep- 
tions). If the corporation fails be- 





rewards involved. 





IF YOU DEPEND entirely on your resident stipend to get by then obviously 
you aren’t interested in investing now—and rightly so. 
things come before investing, particularly if you’re raising a family. But 
we think you'll agree that you would do well to have a grounding in 
what investment is, what stocks and bonds are, and the possible risks and 


This series on investing will bring you up-to-date on the basics, give 
you a knowledge of sound investment practice, equip you now for what 
you will probably be considering seriously much sooner than you think. 


An awful lot of 
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its debts, the 
ordinarily 


cause it cannot pay 
stockholders or 


lose only what they put up for their 


owners 


stock and owe nothing on the unpaid 
debts of the company. 

There are nearly half a million 
incorporated businesses in America 
today that are owned and controlled 
by individual citizens acting in a pri- 
vate (that is, non-governmental) 
capacity. In a limited 
people who own a corporation are 


sense, the 


partners—they put up the money 
that makes business possible. If the 
business is profitable they share the 
success. 
is lost. 

Since World War I alone, inves- 


If it fails, their investment 


tors have poured billions of capital 


into America’s industry and into 
state and local public works. 

@ They furnished the funds which 
enabled companies such as General 
Motors, 
Telegraph, Union Carbide and East- 
ern Airlines to expand and develop 
into great corporations. 

@ They put up the capital for 


drug companies, enabling them to 


American Telephone and 


develop antibiotics and other phar- 
maceutical miracles. 

@ They financed the great cross- 
country pipelines of Tennessee Gas 
and Texas Eastern and such coast- 
to-coast television networks as ABC 
and Du Mont. 

@ They backed the research and 
petro-chemical discoveries of Stand- 
ard Oil of New Jersey and other 
vast oil They 
finance the development 


companies. helped 


of Can- 
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ada’s tremendous industrial re. 
sources, 


@ They put up 
through municipal bond issues—for 


the money — 


highways, hospitals, housing, bridges 
and 
union. 


schools in every state of the 

And just who are these investors 
who own our great companies? 

A survey made by the Brookings 
Institution shows they are members 
of every profession and occupation. 
Doctors? By the thousands 
farmers, mechanics, 


- and 
businessmen, 
engineers, bankers, school teachers, 





Corporation 


housewives; 3.26 million of them are 
men and nearly as many—3.23 mil- 
lion—are women; they live in all 
parts of the country; in proportion 
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» population, more live in the far 
yestern states than in the eastern, 
outhern and central states; and a 
najority have been stockholders for 
yearly a decade. 

The chances are excellent that you 
vill one day be both a successful 
specialist—and an investor in some 
f our nation’s top corporations. 


Corporations 

The modern corporation is a legal 
It can own property, 
jorrow money, sign contracts, sue 
ind be sued just like a person. The 
ganization of the legal being—the 


personality. 


orporation—may be very simple or 
remendously complex. We are go- 
ng to simplicity in our 
lescription, but this extreme sim- 
jlicity is seldom found in the actual 


assume 


jusiness world. 

The corporation is owned by its 
tockholders. 
ions of ownership are set forth in 
in the laws of the state of 
ncorporation and the charter and 


The terms and condi- 
letail 


y-laws of the company. The com- 
non stockholders generally have a 
tight to vote for the election of direc- 
iors and to share in the distribution 
if profits—and of assets if the cor- 
poration is dissolved. Common stock- 
holders are owners. 

The size of most publicly owned 
corporations makes it impractical 
lor the individual stockholder to take 
in active part in management. An 
individual stockholder is an owner, 
but he’s seldom the boss. Instead, 
he exerts his influence by voting. 
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Organization 

The members of the board of di- 
rectors of a corporation are the rep- 
resentatives of the stockholders. 
They are voted into power and occa- 
sionally voted out of power by the 
shareholders. 








Bond Holder . . . Creditor 

The directors of a company select 
the officers who run the company. 
The president, vice-president, secre- 
tary and treasurer, together with all 
of the managers, department heads, 
supervisors, foremen and workmen 
are the employees. The directors 
hold the power to hire and fire the 
president and other top officers. The 
directors and the officers work for 
the stockholder. 

Some corporations, like some in- 
dividual businessmen, manage to get 
along on what they have without 
borrowing. Many companies, how- 
ever, need more capital to expand 
their business. 

Banks are a common source of 
short-term money (that is, money 
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which is to be repaid in a few 


months), but if the corporation 


needs long-term or permanent capi- 


tal, the most common practice is to 
sell additional stock or bonds. Bond- 
holders, incidentally, are creditors. 


They do not own the business, by 
lend money to it. 

Next month we will discuss the 
various objectives and 
how to choose one to fit your own 


investment 


situation. 


The information set forth herein was obtained from sources which 
we believe reliable, but we do not guarantee its accuracy. Neither 
the information, nor any opinion expressed, constitutes either a 
recommendation or a solicitation by the publisher or the authors 
for the purchase or sales of any securities or commodities. 
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| McNEIL | 


WHEREVER 
SKELETAL 
MUSCLE 
SPASM. 
OCCURS... 


flexin 


(Zoxazolamine,t McNeil) 


Orally effective 
muscle relaxant 


Safe: “No irreversible side- 
effects occurred.”” 


well-tolerated: “the 
toxic reactions for the most part 
were easily controlled...” 


effective 
spasmolytic: 

“This preliminary report 

of 100 patients indicates an 85% 
over-all effectiveness.”" 

Available in yellow scored tablets, 250 mg. 


1. Smith, R. T.; Kron, K. M.; Peok, W. P., and Hermann, 1. F.: 
JAMA, 160:745 (Mar. 3) 1956. 


*T.M. TU.S. Patent Pending 








‘Doctor’ Robertson, 


U.S. Army 


Sometimes a sorely-tried medical staff finds 
an unexpected and valuable ally in a willing 
and capable layman. Such was the story of 
David Robertson, United States Army; a 
true story of a soldier of medicine. 


QO ne of the oldest and most fa- 
mous historic sites in the United 
States is the hundred-and-sixty 
acre island that lies in New York 
Harbor, half a mile due 
south of its mother isle of 
than three 
isolated 


about 


For more 
this 


estate has been known as 


Manhattan. 


hundred years piece 
of real 
Governors Island and has been con- 
garrisoned in 


Dutch, English and American troops. 


tinuously turn. by 
Such celebrated military figures as 
Geoffrey Amherst, Washing- 
ton, Clinton, Putnam, — Winfield 
Scott, Grant, Sheridan, Miles, Drum, 
Van Fleet, “Beetle” Smith and Crit- 
tenberger have been on duty there. 
But it is doubtful if any of them 
achieved more affectionate acclaim 


Lord 
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A. C. M. Azoy 


David 
came to the Island in 1854 and lived 


than one Robertson who 
there until his death in 1918. 


Robertson was twenty-one when 
he landed in this country from his 
native Edinburgh and although the 
Scotch 


tongue, he 


burr was heavy on_ his 
took advantage of the 
lax recruiting requirements of that 
day to enlist in the United States 
Army as an American citizen. This 
momentous event having taken place 
in New York City, the easiest thing 
for the Army to do with its newest 
recruit was to put him on the next 
ferry for Governors Island for final 
assignment to duty. 

Upon arrival at the water-bound 
fort, 
steward jn the hospital detachment. 


Robinson was appointed a 
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How CARNATION INSTANT provides 
new dietary advantages not possible with 
other forms of nonfat milk 


Because Carnation Instant is a new crystal form of nonfat dry milk, 
the physician may specify a greater ratio of milk solids to water than 
supplied by bottled nonfat milk. The new crystal form may also be 
added to whole milk to increase its nutritive content. 








WHEN LIQUIDS ARE RESTRICTED, 


the physician may specify an 
additional heaping tablespoon 
of Carnation crystals per glass 
(or % cup additional crystals 
per quart.) This “self-enrich- 
ment” provides a 25% increase 
in protein, calcium and B- 
vitamins with no increase in 
liquid bulk. 


25% “self-enriched” Carnation 
Instant also provides a more 
familiar heavier texture and 

richer flavor, well-liked by 
patients who are accustomed 
to drinking whole milk. 








WHEN PROTEIN NEEDS ARE HIGH, 


the physician may recommend 
the addition of 144 cups Carna- 
tion crystals to each quart of 
whole milk. This doubles the 
protein, calcium and B-vitamin 
content. 


The use of Carnation Instant 
in whole milk is of value 
for children who are in 
a temporary phase of “milk 
resistance”...and is also 
useful in increasing 
the protein in 
convalescent diet without 
increasing bulk. 











Other advantages 
of the Carnation exclusive 
Crystal Form 
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Fresh milk flavor, delicious for drinking. 
Mixes instantly in ice-cold water. 

Does not cake or harden in the package. 
No special recipes needed. 

Economical, available everywhere. 








And he took to his new job like 
an intern to an ambulance 

Although the Army frequently has 
been known to exhibit what amounts 
to an inspired determination to try 
to fit round pegs into square holes, 
this-was once when exactly the right 
man was picked for just the right 
spot. 

And at just the right time. 

For hardly had Private Robertson 
been issued his new uniform when 
the Island was visited by the first 
of the cholera epidemics which were 
to plague it for more than a dozen 
years. 


Instinctive Skill 


The hospital was overcrowded, 
many patients were cared for in the 
quarters or barracks in which they 
were stricken, and the pitifully few 
doctors available were never equal 
to the needs of the situation. 

Fortunately, the sorely-tried medi- 
cal staff found an unexpected ally in 
their most recent member. Show- 
ing a truly dedicated devotion to 
the Herculean tasks with which the 
hospital crew was faced, David 
Robertson gave an amazing exhi- 
bition of instinctive skill, patience 
and strength in attending the sick 
and dying and when the disease 
finally had spent itself, the officers 
with whom he had labored were 
loud in their personal and official 
praise of their young Scotch co- 
worker. 

From that time on, Private—later 
Sergeant—Robertson was “Doctor” 
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to all the Army, and none ever 
questioned his right to that title. 


Cholera again 


Cholera struck Governors Island 
again in 1857, 1866, 1867, and 1868, 
followed in 1870 by a visitation of 
yellow fever in which there were 
172 cases in one month and the 
post was quarantined against itself. 

But throughout these continuing 
crises “Dr.” Robertson, with com- 
plete disregard of his own safety, 
carried on his ministrations unremit- 
tingly, miraculously escaping con- 
tagion himself. 


Combined duties 


During the Civil War years when 
the Island was stripped of all but 
the most essential medical personnel 
to whom was given the added burden 
of caring for the inmates of the 
prisoner of war stockade established 
on the post, Robertson was frequently 
obliged to accept the responsibilities 
and perform the combined duties of 
doctor, druggist, surgeon and nurse 
to the community. He reduced frac- 
tures, he cauterized wounds, he de- 
livered babies, he black 
eyes, he cured hang-overs, he com- 
pounded 
took decisive remedial action against 
the multiplying villainies to which 
the military flesh is heir, and he did 
it all with conspicuous success. 
Meanwhile the young and at- 
tractive soldier had met the equally 
young and attractive Mary Moore, 
daughter of the leader of the local 


treated 


panaceas, and_ generally 
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Army band, and they married to 
settle down to a long and blissful 
life together in the little white 
frame bungalow that still stands in 
the shadow of the Island’s chapel. 
Here while her husband was 
busy catering to the physical needs 
of their Army comrades, Mrs. 
Robertson occupied herself in be- 
half of their esthetic betterment and 
her lovingly-tended flower garden 
annually received more than local 
praise. 


Special directive 


In 1874, “Dr.” Robertson was eligible 
for voluntary retirement after twenty 
years’ service. But he gave the idea 
not even a passing thought. 

Ten years later he became entitled 
to his thirty-year service retirement 
and a comfortable pension. Again 
he refused to consider retirement. 
By that time the sergeant was as 
much a fixture on Governors Island 
as the flag that flew from the head- 
flagstaff, and _ infinitely 
more important than the mere major 
generals who came and went as 
commanders of the garrison. 

The very idea of the Island fort 
ever being without the benign serv- 
ices and happy personality of David 
Robertson was so unthinkable that 
when he reached the mandatory re- 
tirement age of sixty, the usually 
impersonal War Department passed 


quarter’s 


a special and unprecedented direc- 
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tive which permitted him to continue 
on active duty for an indefinite pe- 
riod. 


Faithful years 


But no tenure of even the most es- 
sential office can last forever, and 
so when death called him in August 
of 1918, modest and unassuming 
Master Sergeant David Robertson, 
Medical Corps, U.S.A., answered the 
summons as always he had uncom- 
plainingly answered all other calls 
made upon his time and talents in 
the sixty-four faithful years he had 
spent in behalf of the generations of 
the Army’s rank and file, to whom 
he had endeared himself by his 
kindly and effective ministrations. 

He left behind him an unsurpassed 
military record of continuous serv- 
ice, active service that spanned four 
of his country’s wars. 

But years alone cannot measure 
Robertson’s true worth to men and 
medicine. True, he was not a doctor 
in the strict academic sense; he had 
never even flunked out of medical 
school. 

Yet as an inspiring example of 
dutiful adherence to the highest 
traditions of medical practice, who 
would say that David Robertson 
should not stand among the elect of 
his adopted profession? 

Certainly, his service to his coun- 
try and to his “adopted” profession 
holds no parallel in our nation’s his- 
tory. 
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Mediquiz 





1. The 
dence of active rheumatic carditis 
is: (A) changing P-R interval in 
the electrocardiogram; (B) 
joint 


most reliable clinical evi- 


acute 
inflammation; (C) unusual 
blood sedimentation rate; (D) fever. 
2. A patient who has _ refractory 
chronic urethritis, conjunctivitis, and 
arthritis has a disease which is re- 
ferred to as: (A) Weber-Osler syn- 
drome; (B) Libman-Sacks disease; 
(C) Reiter’s syndrome; (D) Pick’s 


disease. 


3. An 
turned by airplane from Mexico and 
registered in a New York hotel. Five 
days after arrival he became very ill 


American business man re- 


with fever and a hemorrhagic skin 
rash. He shortly became comatose. 
The hotel physician had to make an 
immediate differential diagnosis 
among smallpox, Rocky Mountain 
spotted fever, typhus and meningo- 


coccus meningitis. The microscope 
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Questions are from a civil service 
examination given to candidates for 
physician appointments in municipal 
government. 


Answers on page 130. 


would be of greatest immediate diag- 
nostic assistance in: (A) smallpox; 
(B) Rocky Mountain spotted fever; 
(C) typhus; (D) 
meningitis. 


meningococcus 


4. Assume that the hotel physician 
made a tentative diagnosis of small- 
in the 
question above. The one of the fol- 


pox in the case described 
lowing courses of action most ap- 
propriate in handling such a case 
is: (A) 
isolated in his hotel room and cared 
for by the hotel 
telephone the epidemiological service 
of the New York City Health De- 


partment and 


keep the patient strictly 


physician; (B) 


request assistance; 
(C) transfer the patient to a private 
hospital via private ambulance; (D) 
transfer the patient immediately to 
his home in Connecticut and notify 
the Connecticut State Department of 
Health. 


5. In the treatment of simple hypo- 
chromic, microcytic anemia of chron- 
ic blood loss, such as might occur 
antianemic 


with hemorrhoids, the 


agent of choice is: (A) Vitamin 


B,.; (B) FeSO,; (C) 
(D) B,, and FeSQ,. 


folic acid; 


Resident Physician 































nos 


a 


Ai 


Tvice 
°s for 
icipal 


diag- 
lpox; 
ever; 


oOccus 


sician 
‘mall- 
1 the 
5 fol- 
t ap- 
case 
rictly 
cared 
(B) 
rvice 
1 De- 
ance; 
rivate 
(D) 
‘ly to 
notify 
-nt of 


hy po- 
hron- 
occur 
nemic 
tamin 


acid; 


sician 








because a diuretic 


should be able to control 


any degree of failure 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 
nosis and prolong life. 


TABLET 
BRAND OF CHLORMERODRIN \. » Omomencum: 2 weTm vLUREA 


10 MG. OF NON-IONIC MERCURY In m TASLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


LAKESIDE 
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Give your patient that extra lift with “Beminal” 817 


122 


Resident Physician 





AY 
progre 
chron 
He wi 
was a 
vithou 
fom | 
a blow 
om. | 
rhonc’ 
percu: 
reson é 
ad | 
centué 
trocar 
deviat 
lead \ 
of nor 
of the 
vith | 
The c: 
likely 
ciency 
mona 
emphy 
ing. 


1. The 
whose 
belong 
Ricke' 
tulare: 


Rocky 


& “S 
patien 
are ge 
by: ( 
distur 
ism ; 

catabe 


Augus 





817 


sician 








6. A 60-year-old man complains of 
gogressive dyspnea on exertion and 
chronic cough for a number of years. 
He was gassed in World War I but 
vas able to do heavy physical work 
yithout difficulty 
fom the army. Examination reveals 
ablood pressure reading of 106/60 


after discharge 


om. Hg., diminished breath sounds, 
honci and rales in both lungs and 
yrcussion note which is _hyper- 
rsonant. By x-ray the heart is small 
amd lung fields very clear with ac- 
entuated hilar markings. The elec- 
right 
deviation and inverted T waves in 
kad V,. Vital capacity is 80 per cent 
of normal and the oxygen saturation 
of the arterial blood is 84 per cent 
vith CO, content of 80 per cent. 
The cause of these symptoms is most 
likely to be: (A) cardiac insuff- 
dency; (B) tuberculosis; (C) pul- 
monary insufficiency due to chronic 
emphysema; 


ing. 


tocardiogram shows axis 


(D) chlorine poison- 


1. The one of the following diseases 


whose etiological agent does not 
belong to the general group of 


Rickettsia is: (A) Q fever; (B) 
tlaremia; (C) typhus fever; (D) 
Rocky Mountain spotted fever. 


&. “Spider angiomata” appearing in | 


patients with cirrhosis of the liver 
are generally believed to be caused 
by: (A) photosensitivity due to a 
disturbance of porphyrin metabol- 
im; (B) failure of the liver to 
tatabolize estrogens; (C) deficiency 
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Give your patient thet extra Mt 
with “Beminal” 817 when high 
vitamin B and C levels are required. 


“Beminal” 817—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
BD GID ovcccsccccceccss 12.5 mg. 
PRE, 0.450650ssc00enebns 75.0 mg. 
Pyridoxine HCl (Be) ........... 3.0 mg. 
Calc. pantothenate ............. 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 
Vitamin Bie with intrinsic factor 
concentrate...... 1/9 U.S.P. Unit 


New improved formula 


alae 5/7 


Ta VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, de- 
pending upon the needs of the patient. 


Supplied: Bottles of 100 and 1,000 capsules, 


AveERst LABORATORIES 
New York, N. Y. @ Montreal, Canada 5665 








of B-complex vitamins; (D) elevated 
venous pressure. 


9. A disorder of copper metabolism 
found in: (A) Wilson’s 
disease; (B) Von Gierke’s disease; 
(C) Milkman’s (D) 


Kimmelstiel-Wilson’s disease. 


has been 


syndrome; 


10. Of the following drugs, the one 
which has been found useful in the 
detection of pheochromocytoma is: 
(A) hydrazinophthalazine; (B) ben- 
zedrine; (C) (D) 
benzodioxane. 


pyribenzamine ; 


11. Paget’s disease of bone is char- 
(A) 


high serum calcium, normal serum 


acteristically associated with: 


inorganic phosphate, high serum 
alkaline phosphatase; (B) high 
serum calcium, high serum inor- 
ganic phosphate, high serum alka- 
line phosphatase; (C) normal se- 
rum calcium, normal serum inor- 
ganic phosphate, high serum alka- 


(D) 


rum calcium, high serum inorganic 


line phosphatase; normal se- 


phosphate, high serum alkaline 


phosphatase. 


12. A man of 30 presents with a 
classical history and x-ray evidence 
of gastric ulcer. Symptomatically he 
makes an excellent response to diet 
and antiacid therapy; an x-ray at 
the end of three months of treatment 
shows a slight decrease in the size 


of the lesion. The management 
should be to: (A) gastroscope 


patient and attempt to obtain ex- 
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mucosal 
(B) 


and antacids as long as symptomatir 


cells for 


continue diet 


foliated 
cytologic study; 


gastric 


improvement continues and the x-ray 
lesion does not increase in size; (C) 
continue diet and antacids but in 
addition place patient on restricted 
activity for 30 days to help speed 
the rate of healing; (D) discharge 
patient from close supervision, to re- 
turn only if he develops disturbing 
symptoms again. 
13. Classical subacute bacterial 
(Strept. 
usually does not occur when: (A) 


viridans) endocarditis 
rheumatic subcutaneous nodules are 
present; (B) auricular fibrillation is 
present; (C) only a single valve has 
(D) 


have not been repeated previous at 


rheumatic involvement; there 


tacks of active rheumatic fever. 


14. An important factor in the differ 
entiation of infectious hepatitis fron 
serum hepatitis is the: (A) differ- 
ence in incubation period; (B 
degree of jaundice; (C) presence or 
absence of 


gastrointestinal symp: 


toms; (D) characteristic abnormal: 


ities in hepatic function tests. 


15. Streptomycin is most disappoint: 
ing in the treatment of: (A) colov 
bacillus pyelitis; (B) Friedlaender's 


bacillus pneumonia; (C)_ influenza 
bacillus meningitis: (D) typhoid 


fever. 


16. A man of thirty-five years of age 
has a large, firm solitary nodule in 
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the right lobe of the thyroid gland. 
ynassociated with hyperthyroidism. 


The best management is: (A) no 
treatment; (B) surgery; (C) ad- 
ministration of radioiodine; (D) 


radiotherapy. 

\7. Norepinephrine in therapeutic 
dosage raises the blood pressure in 
with: (A) 
cardiac output, unchanged periph- 


association increased 


eral vascular’ resistance, tachy- 


(B) 


put, reduced 


cardia ; increased cardiac out- 


peripheral vascular 


resistance, unchanged pulse rate; 
(C) unchanged cardiac output, in- 
creased peripheral vascular resist- 


(D) 


cardiac output, increased peripheral 


ance, tachycardia; reduced 


vascular resistance, bradycardia. 


18. In view of the present-day med- 


ical and surgical advances, all 


asymptomatic patients with the 


of mitral strenosis should 
(A) regular medical exam- 
inations; (B) digitalis; (C) limited 
physical activity; (D) the operation 


murmur 
have: 


of mitral commissurotomy as a pre- 
yentive measure. 


19. Of the following drugs, the one 
which is contraindicated in ventricu- 
(A) procaine 
amide; (B) quinidine; (C) adrena- 


lar tachycardia is: 
lin; (D) oxygen. 


20. Two hours after a motorcycle 


accident the victim lapses into a 
coma and the right pupil dilates. 


X-rays show a fracture line that 
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crosses the right middle meningeal 
artery channel and extends into the 
right frontal sinus. The most likely 
diagnosis is: (A) cerebral contusion 
and edema of the right temporal 
lobe; (B) subdural hematoma; (C) 
intra- 


post-traumatic progressive 


cranial aerocele; (D) epidural 


hematoma. 


21. The one of the following which 


is the best treatment for the condi- 


tion described in question 20 is: 
(A) administration of caffeine 
sodium benzoate and oxygen: (B) 


trephination; (C) intravenous hy- 


pertonic glucose; (D) lumbar puc- 
ture. 


22. Diabetics are prone to develop: 


(A) premature arteriosclerosis; (B) 


Buerger’s disease; (C) thrombocy- 
topenic purpura; (D) erythro- 
melalgia. 

23. Shortly after having been 


stabbed in the head by an icepick, a 
man had no localized complaints and 
no abnormal physical findings ex- 
cept for a fresh punctate wound 
high in the right temple. X-rays 
showed a few small fragments of 
bone at the site of injury. nearly an 
inch inside the skull. Of the follow- 
ing, the best treatment is: (A) local 
application to the wound of antisep- 


(B) and 


suturing of scalp wound only; (C) 


tic solution: debridement 


irrigation of the wound with penicil- 


lin solution; (D) formal craniotomy 
for removal of the small bone chips. 
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H. was born February 25, 1908, 
in Washington, D.C., and is now 
living in Jacksonville, Florida. 

He graduated from high school as 
valedictorian of his class at fourteen, 
was a Phi Beta Kappa at seventeen, 
a magna cum laude from Duke Uni- 
versity at eighteen, and an M.D. 
from John Hopkins Medical School 
at twenty-two. 

%* & & 

He spent four years in surgical 
training at Jefferson Hospitan, Roa- 
noke, Va., and in 1934 went to 
Florida where he was associated 
with a clinical group. 

In 1938 he became a Fellow of 
the American College of Surgeons 
and in 1940 was certified as a spe- 
cialist in surgery by the American 
Board of Surgery. He entered the 
army in July, 1942, and saw most of 
his service at Camp Kilmer, N. J., 
and on a hospital ship out of Los 
Angeles. 

* & 

In 1935, he began writing as a 
hobby. He wrote 250,000 words a 
year for five vears and earned a total 
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What’s the Doctor’s Name? 


James Gallagher 


of twelve dollars. But once this ap. 
prenticeship was served, he began to 
meet with some success in his hobby 


* * * 


As he puts it: “Writing, I think, is 
one of the most satisfying occupa. 
tions one could have. Through it | 
reach millions of people, since many 
of my books have a larger sale in 
foreign countries than they do in 
America. I now have ten foreign 
publishers in addition to my Ameri- 
can publishers.” But this doctor 
still considers his writing as a hobby 
and remains active in surgery. 


 &% ® 


His non-fiction includes The New 
Science of Surgery (1946), Medi- 
cine for Moderns (1947) and Im. 
mortal Magyar (1950). But he 
shines in fiction. Since 1941 he has 
published 18 novels, some 13 oI 
which are currently featured on the 
news stands in paper back editions. 

His titles include Spencer Brade 
M.D. (1942), Air Surgeon (1943), 
Battle Surgeon (1944) and The 
Healer (1955). Can you name this 
doctor without turning to page 130. 
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Classified Advertising 


Leads 
and Needs 





eranty. 


Going Into Practice? There Are Many 
choice opportunities in all fields which you 
would not normally be aware of. We have 
many that might interest you. Write 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library 
Specialists in Placement 





RESIDENTS WANTED 








ILLINOIS licensed male physician, American- 

born, to work nights or weekends with small 
OFFICE SPACE medical group. Northwest Chicago. Tele- 
phone SPring 4-5600. 








CLAIR, MISSOURI—eight room brick RESIDENT PHYSICIAN in general hospital! 
home; built 1952-56; easily converted to wanted: 160 beds: salary and maintenance 
fice’ space and ample living quarters; Apply: Mother Anne Gertrude Administra 
424,500 $4500 down. Complete descriptior. tor, Maryview Hospital, Portsmouth, Virginia. 


m: W. P. Eyberg, St. Clair, Missouri. 


MEDICAL RESIDENCY—Openings July |, !956 


LOURISHING GENERAL PRACTICE; North in Ist, 2nd and 3rd year program of fully 
“arolina— deally located in progressive city approved three-year Residency in Internal 
of the beautiful Great Smokies; wonderfu Medicine; 800-bed University-affiliated county 


dimate; property includes new modern 


office building and gracious home nearby; general hospital. Apply: L. A. West, M.D., 
both for $60,000. Fred Seely Associates Medical Director, Los Angeles County Har- 
flattery Park Hote Asheville North bor General Hospital, 1124 West Carson 
Carolina, Street, Torrance, California. 

PORTUNITY: For rent or sale, modern fully MEDICAL RESIDENT for approved 3-year 
equipped clinic. All equipment new. Cen service in 700 bed general hospita avail 
trally located in two hospitals, Near business able immediately. Apply Supt. San. Joaquin 
district in western Nebraska community of Genera Hospital, Box i890 tockton 
1,000. Contact: Mrs. James V. Carroll (wife California. 


of deceased owner), 2108 S$. Center, Sioux 
Falls, South Dakota. 


TEMPORARY POSITION available { phy 


os cian: Provide night emergency roo Ov 

, 4 OFFICE—in Washington—Completely age; 8 PM-8 AM, for large private hosp ta : 
equipped; also some general instruments October |, 1956 to June 30, 1957 assured 

and library for sale; am retiring. Write to: Excellent remuneration; must be able to ob 

Office 520, Medical and Dental Building, tain Indiana license. Apply: Superintendent 
Seattle |, Washington. Methodist Hospital, Indianapolis 7, Indiana. 
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APPROVED RESIDENCiES—Internal Medicine 
available quarterly, Veterans Administration 
Center, Dayton, Ohio; 3-4 year program. 
Citizenship required. Affiliated and super 

ised by Ohio State University Medica 

Schoo Salary $2840-$3550 per year. Ap 
proved for benefits under Public Law 550 
Apply: Dr. S, Simerman, Chief Medica 
Service. VA Center. Dayton. Ohio. 


OPPORTUNITIES AVAILABLE IN VIRGINIA— 
For vacancies to be created by retirements 
beginning March |, 1956. (1) Two assistant 
directors of local health departments; ap- 
plicants without public health training or 
experience given on-the-job training and 
paid a beginning salary of $8400; must be 
under 38. (2) Two directors of local health 
departments; salary $9600 to $11,472: must 
be under 50 with recognized public health 
training experience; applicants must be 
American citizens and eligible for Virginia 
licensure; liberal sick leave, vacation, and 
retirement benefits, Write: Director of Local 
Health Services, State Department of 
Health, Richmond 19, Virginia. 


INTERNAL MEDICINE: Approved Residencies 
3 lim'ted number; large general hospita 
teaching prograr New York metropolitan 


srea: VA Hospital, East Orange, New Jerse 





Accident, Sickness 
and 
Hospital Insurance 
for 
Physicians and Dentists 
Exclusively 


Physicians Casualty 
and 

Health Associations 

Omaha 2 Nebraska 


Since 1902 











DOCTOR'S HOME—Overlooking Palr 


lake, 

garden statuary; reflection poo 
sandy beach; dock; servants te 
plants: citrus: privacy. fe 
Osceola Hospital, Kissimmee, F 


UROLOGIST—Assured cooperat 


neigh 
5 min 


furnis 


pharmacy: pediatrician and EENT in build 





Orlando suburb; spaciou 





boring group plus other MD n are 
utes from new hospital: new buildin 


hed waiting roor well-established 


ng: Arcadia area, P. M. Kn 9678 East 
Las Tunas Dr., Temple City, California, 


— PHYSICI ANS: -Wante 1: Three 











general me . ogist C 

pathol ogist; Board certif sation | pr 

but not essential: interesting profess 
opportunity in 255 bed GMS hospital for 
younger men cor 

middle age ph 

the physica 

alary range 

on the qua 

Veterans Admir 

South Dakota 
GENERAL RESIDENT WANTED (house phy- 


sician) for July 1, 1956; Salary $350 per 
month and maintenance, general hospital 


with 


312 beds and 36 bassinets: must be 


licensed in Pennsylvania, Apply: D. W. Hart- 


man, Administrator, The Williamsport Hos 
pital, Williamsport, Pennsylvania. 
PEDIATRICS RESIDENT jor appr i 2-year 
service in 700 bed general! hospital: ava 
able immediately; Apply Supt. San Joaqu 
Genera Hospita Box 1890 Stockton 
Ca forn 3. 
PEDIATRICIAN wanted—for taff 
Practice servina er erst 


20,000; in Wa hingtor 
eligible Physician wt 





recently, or now fin 
(open); one month vac 
sick leave; comprehen 
Write to Medical Dir 
Association, 1025 V 
Washington 5, D. C 











For Docow... 


Printing , Patients Records, 
Bookkeeping Systems & Files. 


PROFESSIONAL PRINTING CO 
NEW HYDE PARK, N.Y 
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3ENERAL PRACTITIONER: Opening for young 











APPOINTMENTS 





RESIDENTS WANTED 





—— for 
MORATORY CHNICIAN Male r female 

52 bed general hospita sted 35 
miles fr N. Y. served by the Lackawanna 
R th Ore hound ‘ ne Ve have . 
Uk. and the Greyhound Bus Line. We have | Keep YOURS ta the 
eautitu ving quarte w 3 re ste 






furnished emodeies (1957 COLWELL 


recently complete 


"4 enlarged our laboratory with full ‘oc APPOINTMENT LOG 


vailabie tor Bacteriology ver 


Hen at yy, Chemistry and Tissue Patt 
We have a full time path jist, 2 
; _medical secretaries and 4 tech Entire Week on ONE Spread of Pages 
n ‘ r aiary scneduie |: Tt w 
leginning salary for a Technolog st eligible Quarter Hour Breakdown 
ee ae ee 775. pe yi Two Columns per Day 
3. 7 2 certified w 
ed Te nen ell For 1957 your entire week’s ap- 
Be ox ores with at pointments on ONE spread of 
$350.00 ve alarie 
pa ght ca pages—fully dated for calendar 
aan year. Eliminates “page thumb- 





ing”, minimizes appointment 
mix-ups, saves time and trouble. 


ENERAL PRACTICE RESIDENTS—Wanted for 
2 bed County Genera Hospital 25 mile Two columns per day. Hours 
9 sar rar rove for > P by " 
ith i: ieactieny Siiek axaeene Sel from 8 A.M. through evening 
gp gpg 3, Paul Swee ~, “2 hours. Quarter hour breakdown. 
Recall section at end of book for 
CIATE NEEDED General Pevchiatris! following year. 
ed r neur a mnalyt aily riented 
nd shock therapy, industria Bound in one-piece, flexible cov- 
40,000 ake ne en oe ef . 
tne 250 000: ossing $45,000 snd er—durable, attractively em- 
eing only coe Bh gece e patient i 
oe Rigas ggg A ling © DD 02 W bossed, cushion edges and round 
favine, Kingsport, Tennesse cornered. Flat opening, tear- 
resistant wire binding. Smooth, 
3 year white ledger paper printed in 
"elie green. 
aff | 
Slory $2840 ORDER NOW for advance ap- 
, ep pointments soon to be scheduled 
in 1957. 





OGY RESIDENT—2nd or 3rd year 
U.S hool; $250-300 per month; fu 
enance; 300 beds; 3 year diagn 
spproval, isotopes, university teach 
ng. Chief Radiology, Presbyterian Hospita 
Philadelphia 4, Pennsylvania. 


Cat. No. 957 
$2.50 


Guaranteed 
Satisfaction 













general practitioner. Interested in perma 
nent association and partnership in a sut 
urban medical group or in gaining exper 
me n general practice, Send qualification COLWELL PUBLISHING COMPANY 
0 Joslyn Clinic, Maywocd, Illino 271 W. University Ave 
° ° 
Champaign, Illinois 
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VIEWBOX DIAGNOSIS 
(from page 13) 
RICKETS 


Note widening, cubbing and 
fraying of the ends of the 
shafts with osteoporosis, bow- | 
ing of the shafts and increased 

distance between shafts and | 
epiphyses. 








RESIDENT RELAXER 
(puzzle on page 15) 
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WHAT’S THE DOCTOR’S NAME? 
(from page 126) 


The doctor is FRANK GILL 
SLAUGHTER. He has written (in 
addition to the works mentioned) 
The Song of. Ruth, Apalache Gold, 
Storm Haven, The Galileans, East 
Side General, The Road to Bithynia, 
Fort Everglade, The Stubborn Heart, 
Divine Mistress, Sangaree, The Gold- 
en Isle, In a Dark Garden, A Touch 
of Glory, That None Should Die. 
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“MEDIQUIZ” ANSWERS 

(from page 120) 
1(A), 2(C), 3(D), 4(B), 5(B). 
6(C), 7(B), 8(B), 9(A), 10(D), 
11(C), 12(A), 13(B), © 14(A), 
15(D), 16(B), 17(D),  18(A), 
19(C), 20(D), 21(B), 22(A), 
23(D). 
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in bursitis, tendinitis, tenosynovitis 
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(adenosine-5-monophosphate) 


pain is relieved...function returns... 
swelling subsides...residual tenderness disappears 


this is the response pattern in acute and subacute bursitis with only 
7 or 8 injections.’ An average of 9 injections in chronic calcified 


tendinitis produces “unusually good results.”? 
Literature available to physicians—write Medical Service Department. 


references: (1) Rottino, A.: Journal-Lancet 7/:237, 1951. (2) Susinno, A. M., and 
Verdon, R. E.: J.A.M.A. 154:239 (Jan. 16), 1954. 


(4) AMES COMPANY, INC - ELKHART, INDIANA ss 





Your R, of Sustagen Feedings q.2h. 


buffers acid 

builds tissue 

accelerates healing 

provides a bland high protein diet 


Sustadgden 


PROVIDES FOOD FOR THE PATIENT 9) 
PROVIDES THERAPY FOR THE LESION 


al 


a peptic ulcer patient... 


comfortable...well fed...on the job! 


SYMBOL OF SERVICE IN MEDICINE 





MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S. A 








